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lodine sulphur magnesium therapy + Vitamin Bz (100 mg.) 
for intramuscular injection in the analgesic treatment of all 


forms of RHEUMATIC and NEURALGIC pain. } 
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IMMEDIATE 


CONTROL OF 


ASTHMA 








Before the underlying cause of asthma can be deter- 
mined the physician invariably looks for an immediate 
measure for controlling the chief lesion BRONCHOSPASM. 
Complete reliance can bé placed on FELSOL—prescribed for 
years by doctors for its immediate and sustained effect in 


relieving asthma attacks. Non-narcotic and non-cumulative 





FELSOL is easy to take and gives full relief in perfect safety. 








* NO CONTRA-INDICATIONS 
aoe SS Ce, CA BRITISH FELSOL COMPANY LTD., 206/212, ST. JOHN STREET, LONDON, E.C.1 
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THE PRINCIPLES AND PRACTICE OF MEDICINE 





A Textbook for Students and Doctors 
Third Edition. Edited by SIR STANLEY DAVIDSON, M.D., P.R.C.P.Ed. 
M.D. (Oslo). 
1,080 pages. 

DISEASE IN INFANCY AND CHILDHOOD 
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Edited by H. C. A. LASSEN, M.D. 


192 pages. 77 illustrations. 22s. 6d. 
35s. 


109 illustrations. 
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By EDWIN A. DAWES, B.Sc., Ph.D., F.R.I.C. 
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238 pages. 44 illustrations. 21s. 
718 pages. 333 illustrations. 50s. 
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By JOHN N. WALTON, M.D., M.R.C.P. Twelfth Edition. By G. H. PERCIVAL, M.D., Ph.D., F.R.C.P. 
366 pages. 36 illustrations. 30s. 388 pages. 256 illustrations. 45s. 
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KAYLENE-OL 


(brand of colloidal kaolin B.P, and liquid paraffin) 


in the treatment of Intestinal Lexcemia, 
Chronic Colitis and Spastic Constipation 





All the products of Kaylene (Chemicals) Limited are in Category 2 
or Category 4 in the Ministry of Health's Classified List, 
and are therefore prescribable on Form E.C.10, 





Samples and literature on request. 





KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON, N.W2 








Availability of 


Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a deficiency 
condition appears to result from the lack of an 
individual factor of the group and it is considered 
necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should be administered 
concurrently. 

It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 


Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the haman system. 


@ Aluzyme is not advertised to the public and may 
be prescribed on form E.C.10. 


ALLUZYME 


NON-AUTOLYSED YEAST 
with completely available Vitamins — 
Have you had your free copy of “ The ye and Nutritional 


Value of Brewers’ Yeast” 
Professional Samples and Prices on request from :— 


ALUZYME PRODUCTS 


PARK ROYAL ROAD, LONDON, N.W.10. 











LECTURES ON 
THE SCIENTIFIC BASIS 
OF MEDICINE 


1954-55 


The new volume in the British Postgraduate 
Medical Federation’s annual series contains twenty- 
one of the lectures originally delivered in the 
winter of 1954-55. In scope and treatment they 
maintain the Federation’s declared purpose for 
the series of assisting as wide as possible inter- 
communication between workers in the various 
branches of medicine and surgery. The 
volume is fully illustrated. 


VOLUME IV: 


Contributors 
A. V. Hill J. R. Squire D. G. Melrose 
C. H. Andrewes_ BB. S. Platt D. McClean 
J. N. Davidson J. P. Bull Mary Pickford 
F. Bergel G. M. Wilson D. Whitteridge 
C..H. Gray Janet Vaughan A. C, Frazer 


W.T.J. Morgan J.D. Judah A. G. Everson Pearse 


R. A. Kekwick J. H. Gaddum Sir Victor Negus 
July 26 37s. 6d. net 


*.* Details of previous volumes in the series may be 
had on request 


The Athlone Press of the University of London 
2 GOWER STREET, W.C.I 
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Just published by 
The Year Book Publishers Inc., Chicago: 


An indispensable reference book for the Pathologist : 


YEAR BOOK OF PATHOLOGY AND 
CLINICAL PATHOLOGY 1955-56 


Edited by W. B. WARTMAN, M.D. 


Northwestern University 


GENERAL CONTENTS :—Pathology : Pathology of 
Cardiovascular, Hemopoietic and Respira- 
tory Systems. Alimentary Tract and Associated 
Glands. Urinary System and Male Genitalia. Female 
Genitalia and Breast. Organs of Locomotion. Glands 
Technical 


Tumors. 


of Internal Secretion. Nervous System. 
Methods. Clinical Pathology : Hematology. 
Chemistry. Serology. Bacteriology. Viruses. Mycology. 


Clinical 


Allergy. Parasitology. Gastric Analysis. Urinalysis. 
Cytology. Apparatus. 
1956 5 x 74 486 pages, 168 figs. 49s. 


Distributed in the United Kingdom by 
INTERSCIENCE PUBLISHERS, LTD. 
88-90 Chancery Lane, London, W.C.2 
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THE 


1956 MEDICAL ANNUAL 


Edited by SIR HENRY TIDY, K.B.E., 
and R. MILNES WALKER 
With the collaboration of 45 contributors 
74th Issue. Pp. 548, with 37 plates and 43 text 
illustrations, 
In addition to the usual features, this issue contains 
special articles on | 
Hormonal Treatment of Cancer H. J. B. Atkins 
The Treatment of Advanced Cancer 
Sir Stanford Cade 
Poliomyelitis : The Present Position of Active 
Immunization W. H. Bradley 
Steatorrhea W. Trevor Cooke 
There is no surer or easier way of keeping up to 
date than by becoming a regular subscriber to the 














Medical Annual. 


ORDER YOUR COPY NOW 


Price 38s. 6d., plus postage 1s. 5d. 


JOHN WRIGHT & SONS LTD., 























Second Edition Ready Shortly 


CARDIOLOGY 


By WILLIAM EVANS, M.D.; D.Sc., F.R.C.P. 


Physician to the Cardiac Department of the London Hospital, to the 
National Heart Hospital and to the Institute of Cardiology 








Foremost among the factors which have contributed to the progress in knowledge of 
cardiovascular disease have been the introduction of newer aids and methods in the 
investigation of cardiac function and the claim of surgery in certain forms of heart 
disease demanding greater precision in diagnosis. The inclusion of so much new 
material has resulted in a greatly enlarged second edition which will be welcomed 
by practitioner and postgraduate student alike. 


542+ Index 529 illustrations 
Price 92s. 6d., by post 2s. extra 


Pp. vii- 


BUTTERWORTHS , 88 KINGSWAY . LONDON, W.C.2 
Showroom: 11-12 Bell Yard, Temple Bar, London, W.C.2 
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COSTIVE CHARACTER 


Remember Edith? 


. . . she’s still as edentulous as ever, for her lower alveoli have 
absorbed to the point where nothing will seat. So she avoids 
like the plague any roughage foods, no matter how good they 
may be for her bowels. But both she and her constipation are 
seen in the surgery far less often, for now she takes a small daily 
dose of PETROLAGAR Plain (blue label). 

PETROLAGAR is composed of 25° mineral oil emulsified with 
certain bulk and madefaction-retaining substances. Mixing 
intimately with the intestinal contents, it helps to make up the 


deficiency in moisture and mass, 





restoring a natural consistency 
Petrolagar Emulsion is provides 


to the feces. in two varieties to meet in 
needs. Plain, for the aver 





of simple and spastic ¢ 
and with Phenolphthale 


Pi ::. PETROLAGAR | j= =e= 

. — . Supplied in 8-ounce and 16-ounc 

: : e bottles. 
The word ‘ Petrolagar’ is the registered trade mark of 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, N.W.1 

















The right diet 
at your 
fingertips 


This filing box, designed for the consult- 
ing room desk, contains an indexed supply of diet 
cards for 16 different conditions. The cards are 
planned to include specimen daily menus which 
facilitate the patient’s co-operation and save the 
doctor’s time. This is one of the services offered free of 
charge to the medical profession by the Energen 
Dietary Service. 

In special cases, clinical considerations often necessi- 
tate the preparation of a diet which takes into account 
the individual requirements of the patient. On receipt 
of appropriate information from the practitioner, 
such diets can be specially constructed and sent 
through the post; or a consultation can be arranged 
with a senior dietitian. 






twmunE: The Energen Dietary Service is staffed by fully quali- 
THE SECRETARY, ENERGEN DIETARY SERVICE, fied dietitians, underclose medical supervision. Itoffers 
25A, BRYANSTON SQUARE, LONDON, W.1. independent information and assistance to the medical 
TELEPHONE : AMBASSADOR 9332. profession in all dietary and nutritional matters. 


ENERGEN DIETARY SERVICE 


AVAILABLE ONLY IN THE UNITED KINGDOM. 
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Simpletreatment #2 ™~ 


of morning sickness 
DUACTIN is a convenient combination of fae eS 


a very effective therapeutic agent for morning 
sickness — pyridoxine hydrochloride — and 





—— 
phenobarbitone. 


Treatment consists of 2 tablets 3 times on the Pia 
first day (6 tablets), followed by 3-4 tablets alll eiaaeee 
daily on the next 4-5 days. a EO, 


DUACTIN is available in packs of 20, 100 


and 250 tablets. L ~ eee 
DUACTIN —_ 
oe @ 3 on request 
Pyridoxine hydrochloride .................20 mg. 
PRemobarDitOMme eccereccsccoscrrrerssserneeerenenne 1G MB. 


ORGANON LABORATORIES LTD. 


BRETTENHAM HOUSE - LANCASTER PLACE - LONDON, W.C.2 
Telephone : Temple Bar 6785/6/7, 0251/2 Telegrams: MENFORMON, RAND, LONDON 











Progressive new therapy for A TH. LETE’S FOO ‘¥ 


ringworm and other fungal infections 








penotrane 


PHENY) MERCURIC DINAPHTHYL METHANE DISULPHONATE 






For the treatment of fungal infections of the skin, including athlete’s foor 





and ringworm, Penotrane has been shown in clinical practice to produce 
most rapid results and maximum relief. In tinea pedis particularly, the 
incidence of relapses which is one of the most troublesome factors, is 
greatly reduced (Practitioner, 1956, 176, 670). Penotrane solution should 
first be applied to the affected areas, then followed, after the solution has 


dried, by a liberal use of the dusting powder, especially between the toes. 


If continued application of the solution causes the tissues to become brittle 
and scaly, it should be replaced by the emollient Penotrane jelly. 
in forms SOLUTION : Bottles of 100, 500 and 2,000 c.c. Literature and samples 
POWDER : Polythene Insufflating Containers available on request. 
and 25 gm. Sprinkler Tins. 
JELLY : Tubes of 1 oz. 


ve—:, WARD, BLENKINSOP & CO., LTD. 


< 
YORK HOUSE, QUEEN SQUARE, LONDON, W.C.1 
Phone : Holborn 5992/6 (5 lines) *Grams : Duochem, Westcent, Leadon 
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CLIMACTERIC 
FAMILY WORRIES 


The Mlodetn DAYTIME 
Relaxant-Sedatiwe 


Seconesin combines relaxant mephenesin with 
sedative secobarbital. It is the ideal daytime sedative. 
Seconesin gives patients a feeling of pleasant 
relaxation while keeping them mentally alert. It , 
helps patients to stop excessive worrying over things 
they cannot control and helps them to concentrate 


on the work which must be done each day. 


BUSINESS WORRIES Seconesin is SAFE and acts promptly 
PREMENSTRUAL TENSION 
COMPOSITION: Each tablet contains :— we E Cc @] N E Ss I | 
Mephenesin 400mg. TRADE MARK 
Secobarbital 30 mg. 
PACKING: Bottles of 25, 100, 500 tablets. BASIC N.H.S. COST: 2/10d. for 25 tablets 


Q THE CROOKES LABORATORIES LIMITED-PARK ROYAL-LONDON NW10 














SANCTIONED ON N.H.S. PRESCRIPTIONS (FORM E.C.10) 


EPHAZONE tablets 


CONTAINING IN 


The rational, symptomatic | CONTAINING | 


° ‘ Ephedrine } grain 
remedy for bronchial spasm in | Theobromine } grain 


ASTHMA & BRONCHITIS 


Calcium gluconate } grain 


THIS PREPARATION IS NOT ADVERTISED TO THE GENERAL PUBLIC 





EPHAZONE LTD 59 sBRooKk sTREET * LONDON * WI 
Telephone; Mayfair 5496 
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H 3 SOS Two weapons 
against Athlete’s Foot 


and other fungal dermatoses 


Nt : X 7 pail <= —_—_—_——_. {{((( 
The combined use of Mycil Ointment and Powder ) 
has proved to be highly effective in both prophylaxis N 
and treatment of fungal dermatoses. }}})) ) 
Mycil Ointment is formulated to ensure penetra- ) 
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tion of the active constituent, chlorphenesin, to the 
site of the infection. ? ; ) ) 
Mycil Powder, used alone, prevents reinfection. \ y 


Because of its adsorptive properties it is useful in 

combating the effects of excessive perspiration. } 

Both preparations are non-mercurial and odour- \) 

less and may be used over long periods, if necessary, | 

without adverse effects. ) 
1, 


‘Mi Y CIL’ Oe a 
tubes 16 \\ 
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TRADE marx MYCIL POWDER B 
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in sprinkler tins 1/6 
Basic N.H.S. prices 
‘MYCIL’ Pessaries are available for treatment of 
trichomonal and fungal infections of the vagina. 
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in Peptic Ulcer and Hyperchlorhydria 
6. ©=HCI Secretion 


Oo ©Neutralization 

0 Gastric Spasm 

© Sensory Anaesthesia 
ALOCOL COMPOUND is a new preparation formularized to provide 
comprehensive management of causal and symptomatic disturbances in 


the treatment of hyperchlorhydria and its manifestations, including 
gastric and duodenal ulcer. 





Packs and Prices 
to Pharmacists: 














*,, Formula each Tablet ALOCOL COMPOUND tablets effect 
““*Alocol’ (Coll. Alumin. Hydroxide) 11.58 gr. evwssssssssssseeseee4i- antacid protection 










Ext. Belladon. Sicc. B.P. O.07F le cocccerseresscansees jj» diminished secretion 
~ Papaverine Hydrochlor. B.P. O.3E GF. crccceceessecscosesss jj reduced motility Bottle of 50, 
““* Benzocaine B.P. C.3T QT. sessrserseereseesesenfine SenSOry anaesthesia 2/11d. plus 10}d. ?.T;3 


Bottle of 250, 


Alocol Compound thus provides the advantage of fourfold control— 
12/6d. plus 3/9d. P.T.; 


reduction of causal hyperacidic flow, and its neutralization; alleviation 








of symptomatic hypermotility and pain. Bottle of 500, 
ALOCOL Co pound Bac se 
M.388 ont % 
Professional sample on request from Medical Dept. cD 


=< =e A. WANDER LIMITED 42 UPPER GROSVENOR STREET, LONDON W.1. —-enur8 


= 


‘ 
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Strength, lightness and resistance to water 
combine to make this new type of plaster of Paris 


bandage much more economical in use 


Very hard, water resistant casts result when plaster of 
Paris is polymer reinforced. That is why Gypsona 
‘Extra’ has, in addition to all Gypsona’s well-known 
qualities, these extra advantages : 

Durability 

Gypsona ‘ Extra’ casts outlast all other plaster casts and are 
more resistant to damage and the effects of water. 

Lightness 

Casts are thin, comfortable to wear, and therefore allow better 
functional treatment. 

X-rays 

Thinner casts permit greater clarity in X-ray photographs. 
Cleanliness 

Negligible plaster loss means less mess and a saving of time. 
Economy 

When the recommended method of application is followed, 


two Gypsona ‘ Extra’ bandages will do the work of every three 
plaster bandages now used, and a more durable cast results. 





(Gypsona standard bandages remain available for those cases 
where the special qualities of Gypsona ‘ Extra’ are not required) 


F ip. 
An ($6N} product 
me 


DETAILS FROM SMITH & NEPHEW LTD - WELWYN GARDEN CITY: 
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CARNATION MILK 
for Infant Feeding 


Evapgaat 
L 


*Pmcapasee > 


1 Breast Milk 


The advantages 
of Homogenisation 


2 Carnation M1ik diluted to 
whole milk standard 





The reduced reproductions of photo-micrographs above (originally magnified 
560 times) show a direct comparison between the fat globule size and 


distribution in breast milk, Carnation Milk and cows’ milk. 


It will be seen 


that the homogenisation process given Carnation Milk breaks down the large 
globules of ordinary cows’ milk and distributes them evenly. 


The fat globules of ordinary cows’, milk 
average 5 microns. Carnation globules after 
homogenisation average 1 micron, and this 
reduction in size increases the total number 
of fat globules by a minimum of 125 times. 
As only the total surface area of the 
globules has been increased and not the 
mass, the attraction between fat and serum 
exceeds gravitational force and a perman- 
ent emulsion is formed. Butterfat, 
therefore, cannot separate out. 
The advantages of homogenisation 
when prescribing Carnation Milkare: 
1 Fat globule surface area available for 
enzymic action is increased as much as five 
times over that of ordinary milks. 
2 Complete digestion of the butterfat is 
practically assured and the irritating effect 
of free fatty acids, so troublesome with 
ordinary milk, is eliminated. 
3 Miscibility of the fat in Carnation Milk 
with: 
(a) Water during feed preparation and 
without subsequent fat separation. 
(b) The contents of the upper digestive 
tract. 
4 Reduction below full-cream value 
removes proportionately the important 
nutrients carried by butterfat. These are 


the Vitamins A, E and K — the phos- 
pholipids and sterols of whole milk. 
Homogenisation renders a full-cream milk 
superior for ali infant feeding. 

5 Feeding bottles are easily cleaned by 
even inexperienced mothers. The risk of 
bacteria entrapped ina fat film is eliminated. 
6 The adaptability of Carnation because of 
homogenisation permits the use of one 
simple milk for ALL infant feeding, with 
the exception of specific intolerances to 
milk solids other than whey proteins. 
Other attributes of Carnation Milk: 


1 Safety, because of sterilisation after the 
Carnation cans are sealed. 
Hypo-allergenic properties. 

Uniformity — due to standardisation of 
solids. 

Prophylactic D3. 

Accuracy of measurement. 


wh 


naz 





“*The Feeding of Infants’? — a book specially 
for doctors — together with reprints of clinical 
investigations and Carnation feeding charts 
are available from:— Medical Department, 
General Milk Products Limited, Bush House, 
Aldwych, London, W.C.2. 








Carnation Milk “from contented cows”’ 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 








bring relief to cases of 


arthritis and rheumatism 


I N CASES OF soft-tissue rheumatism, and arthritic disorders, 
many doctors are tending more and more’ to regard 
Transvasin as an indispensable adjuvant to treatment. 

For Transvasin is composed of the esters of nicotinic, 
salicylic and p-aminobenzoic acids. These esters readily pass 
the skin barrier in therapeutic quantities, and so enable an 
effective concentration of drugs to be built up where they 
are needed.* 

Transvasin not only induces vasodilation of the skin with 
a superficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant and can be 
safely used on delicate skins. 

It is now being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for each 
» application, the cost of treatment is extremely low. 


*Therapeutische Umschau 


VIIT, 1952, 10, 143. 












Salicylic acid tetrahydrofurfuryl-ester... 14°, 
9.0 


Nicotinic acid ethyl-ester............00..++ 2% 
Nicotinic acid n-hexyl-ester............... 2% 
p-Aminobenzoic acid ethyl-ester......... 2% 
Water-miscible cream base ad ......... 100% 








Transvasin is available in 1 oz. tubes, basic N.H.S. price 2/6 plus P.T., 
. uae : ‘ } and is not advertised to the public. Samples and literature will be 
i ai) @it glady sent on application. 

AN, Fae LLOYD-HAMOL LTD 

- 4 “Thank you, doctor” 11 Waterloo Place, London, S.W.1. Tel. WHItehall 8654/5/6 
Qa’ Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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Aspirin 
an 


‘Ulcer 


“<< 
Asprin is a serious gastric irritant, particularly in peptic ulcer patients.” 


“Calcium aspirin does not have this irritant action unless it has 
deteriorated through standing, and it can be used with impunity, 
especially if prescribed in soluble form. This simple measure would, in 
our opinion, cut down significantly the incidence of hamatemesis and 


exacerbations of ulcer symptoms.” 
British Medical Journal, July 2nd 1955 


sO LP RI N provides calcium aspirin in pure and stable form 
co D is is a compound tablet that provides codeine and 


phenacetin and calcium aspirin, in place of the 
ordinary aspirin in Tab. Codein. Co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 





1l 
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A NEW 


ORAL 
CHEMOTHERAPEUTIC 


FOR 
TUBERCULOSIS : 


A new chemical compound formed 
by the combination of INH and 
PAS in molecular proportions 


DIPASIC IS AVAILABLE FOR iNVESTIGATION 


LITERATURE 
ON THERAPY 
AND DOSAGE 
ON REQUEST 





DIPASIC 


3S 
TABLETS OF 100 mg. OF ISONICOTINIC &) 
ACID HYDRAZIDE-P-AMINOSALICYLATE 


BENGUE & CO. LTD. mManuracturine cHemists 
MOUNT PLEASANT - ALPERTON - WEMBLEY - MIDDLESEX 


BENGUE & CO. LTD. MAKE “ DIPASIC '* AVAILABLE IN THE UNITED KINGDOM BY ARRANGEMENT WITH ED. GEISTLICH SONS 
LTD., WOLHUSEN (SWITZERLAND) 
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new 


PREDICTABLE 
oral therapy for 
hypertension 


‘INVERSINE’ is a new and dis- ADVANTAGES: Reproducible 
tinctive autonomic ganglionic clinical response - Small 
blocking agent. It is a secondary dosage - Minimal fluctuation 


amine, not a quaternary : 
: é of blood pressure - Gradual 


ammonium compound, and is go 5 
: : onset and long atic 
times more active than hexa- s ng duration of 


methonium. When given orally 
absorption approaches 100% resistant to hexamethonium 


‘Inversine’ 


ORAL TABLETS 
(Mecamylamine Hydrochloride ) 


action - Effective in cases 





Oral convenience with 
parenteral reliability 





Literature and professional package gladly sent on request 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 


‘INVERSINE’ (Mecamylamine Hydrochloride) 10 mg. quarter-scored tablets 
are supplied in bottles of roo 


‘Inversine’ is a Regd. Trade Mark 














Cf Crt CtcrecrcececrcSec ec Stcrteorte 
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Between 

the ‘up’ and 
the 
‘about’ 


Serious illness is inevitably 
followed by a frustrating 

period of convalescence. Metatone* 
with its stimulating, appetite- 
promoting combination of 

vitamin B, with strychnine and 
mineral glycerophosphates is ideally 
suited for the rapid restoration 

of normal metabolic function. 

It is specially valuable after 

‘flu and similar debilitating illnesses, 
after surgical Operations, in 
neurasthenia and during 

pregnancy and lactation. 


FORMULA 

Each fluid ounce of Metatone contains: 
Vitamin B, 3 me 
Calcium Glycerophosphate 4 er. 
Potassium Glycerophosphate 4 er. 
Sodium Glycerophosphate 2 gr. 
Manganese Glycercphosphate é er. 


Strychnine Glycerophosphate 8/200 gr. 


METATONE 


*Trade Mark 











rie 


cCAnm 
af) 
“x Parke, Davis & Co. Ltd., (inc. us.4) HOUNSLOW, MIDDLESEX. Telephone: Hounslow 2361 


“he n 
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Symptomatic 
relief 
in hay 
fever, 
allergic 
rhinitis 


NEOPHRYN WITH ANTIHISTAMINE 
nasal spray relieves nasal congestion 
and reduces local irritation and sneezing. 
There is no C.N.S. stimulation 

or harmful effect on the mucous membrane, 


and secondary congestion is rare. 


Neophryn is also available without N E 0 p H R Y N 


antihistamine, for simple decongestion. 


It is supplied as a spray, or as drops. 





TRADE MARK 
WITH ANTIHISTAMINE 
(phenylephrine HCI 0.5% with thenyldiamine HCI 0.1%) — 


'39:B 4.4 PRODUCTS LIMITED NEVILLE HOUSE, KINGSTON-ON-THAMES, SURREY 


Export enquiries to: WINTHROP PRODUCTS LIMITED 


*D 15 
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Floraquin Applicator 





oe e 0 
facilitate 
treatment 

of 


vaginitis 





FL: P76A 





83, CRAWFORD STREET, LONDON, W.. 





The new Floraquin Applicator 
is designed for the simple, 





convenient and correct insertion 
of Floraquin by the patient. 

The Floraquin Applicator is made 
of smooth plastic and is supplied 
in a new package size of 50 


Floraquin tablets. 
Literature on request | 


* FLORAQUIN”’ is a Registered Trade Mar‘ 


G. D. SEARLE «& co. LTD. 
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Bread winner 


‘Myso.ine’ not only reduces the frequency 
and severity of epileptic attacks, but also 
produces a marked sense of well-being. The 
patient is encouraged to take a renewed and 
more vigorous interest in life, and can return 
confidently to a normal way of living. 

A major advance in the treatment of 
epilepsy, ‘Mysoline’ is especially indicated in 


the grand mal and psychomotor types, and it 


Available as tablets of 0-25 g 


IMPERIAL CHEMICAL 


Ph. $79 





ramme or as a palatable oral suspension 


(PHARMACEUTICALS) 





ee -—™ 





is frequently of help in cases of petit mal. It 
combines high activity with low toxicity, a 
wide margin of safety and absence of hypno- 


tic effect during established treatment. 


‘MYS OLINE’ 


PRIMIDONE B.P. TRADE MARK 


in the control of epilepsy 


LIMITED, WILMSLOW, CHESHIRE 


A subsidiary company of Imperial Chemical Industries Limited —_ 
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WILLIAM 


Is 


there’s danger in the air 


A country ramble means clean, fresh air . . . to all but asthmatics. For the pollen 
in a summer’s breeze can be as noxious to asthma sufferers as grimy winter 
smog. 

For immediate and prolonged asthma relief, prescribe Tedral and Tedral Enteric 
Coated tablets. 

Within 15 minutes, plain Tedral relaxes smooth muscle, reduces tissue oedema 
and provides mild sedation. Tedral acts for four hours, while the action of 
Tedral Enteric Coated is delayed four hours. Taken together, they maintain 
more normal respiration for eight hours — enough for a good night’s sleep. 
Prompt and extended relief can be initiated with Tedral at any time, without 
fear of side-effects. 

Active Principles : Theophylline 2 gr. (120 mg.). Ephedrin hydrochloride 3 gr. 
(25 mg.). Phenobarbitone 4 gr. (8 mg.). 

Dose: During the day one tablet of Tedral every four hours. At night one 
tablet of Tedral and one tablet of Tedral Enteric Coated. 

Packing: Tedral plain and Tedral Enteric Coated tablets are supplied in bottles 
of 50. Bottles of 500 supplied to chemists for dispensing. S.1V Poison. 


Tedral 


1856 - ~ 1956 





R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
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...to CORTISONE 


an all-British achievement by BOOTS 


“Elephant’s Foot” is the name given to a 
South African root, the all-important 
source of Diosgenin. This is the basic 
material used for the synthesis of Boots 
Cortisone and its derivatives. 

Thanks to this oddly-named root, Boots 
are assured of a plentiful supply of the 
raw material for an all-British Cortisone 
from non-dollar sources. 








t BOOTS CORTICOID PREPARATIONS 
CORTISTAB 


(Cortisone Acetate) 
TABLETS * INJECTION * EYE DROPS* EYE OINTMENT 


HYDROCORTISTAB 
(Hydrocortisone) 
TABLETS * INJECTION (Local): INJECTION (Intravenous) 
SKIN OINTMENT’ EYE OINTMENT EYE DROPS 


DELTA-STAB 
(Prednisolone) 
(delta-I-Hydrocortisone 
TABLETS 
Delta-Stab Tablets are at present available through N.H.S. 
Hospitals only by arrangement with the Ministry of Health 





all-British cortTisoONE PREPARATIONS 


BOOTS PURE DRUG COMPANY LIMITED - NOTTINGHAM . ENGLAND 
8263 
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NU 


The key 

to successful 
peptic ulcer 
treatment ° 


| OP.S Os By! 





Nulacin effectively controls gastric acidity. The value of Nulacin in the treatment of peptic 
ulcer and the prevention of relapse has been confirmed by clinical studies in Great Britain, 
Australia, the U.S.A. and India, Nulacin tablets are palatable and convenient. 


INDICATIONS 


Nulacin tablets are indicated whenever neutralization 
of the gastric contents is required: in active and quiescent 
peptic ulcer, gastritis, gastric hyperacidity. 

Beginning half an hour after food, a Nulacin 
tablet should be placed in the mouth and allowed to dis- 
solve slowly. During the stage of ulcer activity, up to 
three tablets an hour may be required. For follow-up 


treatment, the suggested dosage is one or two tablets 
between meals. 
a ee Ine 13 13 12 Qn 24 23 25 3h 35 





JUICE....5 





RESTING 


Nulacin tablets are not advertised to the public, 
have no B.P. equivalent and may be prescribed on E.C.10. 
The dispensing pack of 25 tablets is free of Purchase Tax. 
(Price to pharmacists is 2/-.) Also available in tubes of 12. 

Nulacin tablets are prepared from whole milk 
combined with dextrins and maltose, and incorporate 
Magnesium Trisilicate 3.5 grs.; Magnesium Oxide 2.0 grs. ; 
Calcium Carbonate 2.0grs. ; : MagnesiumC arbonate0.5 grs. ; 
Ol. Menth. Pip. q.s. 
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Chrncu) : 
GASTRIC ANALYSIS Superimposed gruel fractional test- 
meal curves of five cases of duodenal ulcer. 





BIBLIOGRAPHY 
The € eatees of Gastric Acidity, Brit. Med. J., 26th July 1952, 
82 


2: 180- 
Medical Eecaeeees of Posts. v eee, Med. Press, 27th 
Sept., 1952, 46:162 


February, 1952, 227: 19 

Notes on Remedial thm Med. Reyv., 

Discussion on neo Ulceration, Proc. Roy. Soe. Med., 
May, 1953, 46: 

The Effect on ted Acidity of Sy oro Tablets, Med. 
J. Aust., 28th November, 1953, 2: 823-82 

Control of Gastric Acidity by a New Way a Antacid 
Administration, J. Lab. Clin. Med., 1953, 42: 95 

Further Studies on the Reduction of Gastric acidity, Brit. 
Med. J., 23rd January, 1954, 1: 183-184 

Clinical Investigation into the Action of Antacids, The 
Practitioner, July, 1954, 173: 46 

Management of Peptic Ulceration in ey Practice, 
Med. World, December, 1954, 81: 591-6( 

Ambulatory Continuous Drip Method in a treatment of 
Peptic Ulcer, Amer. J. Dig. Dis., March, 1955, 22: 67-71 
Notes on Remedial Agents, Med. Rev., October, 1955, 492142 
Amasite ie Peptic Ulcer, The Practitioner, January 1956, 

6: 10. 











GASTRIC ANALYSIS Same patients as in Fig. 1, two 
days later, showing the striking neutralizing effect of sucking 
Nulacin tablets (3 an hour). Note the return of acidity when 
Nulacin is discontinued. 


Nulacin is available throughout the British Common- 
wealth, in the U.S.A., and many other countries. It is 
known as Nulactin in Canada and Sweden. 


HORLICKS LIMITED 
Pharmaceutical Division 
Slough, Bucks. 
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Keen eye... Steady hand 


To so many patients with Parkinsonism, ARTANE trihexyphenidyl 
can restore both the will and the ability to face up to the 
“daily round’’. This highly potent antispasmodic is quick to reduce 
tremor . . . to overcome mental inertia . . . and to decrease 
sialorrhoea, with little or no accompanying oral dryness. Moreover, 
ARTANE rarely gives rise to the blurred vision or mydriasis 
characteristic of atropine therapy. Relatively low in toxicity, ARTANE 
is suitable for the young and old—even for hypertensive, 


cardiac and nephritic subjects. 


ARTANE 


TRIHEXYPHENIDYL 
lederle 


powerful antispasmodic with minimal side effects 
TABLETS ELIXIR 


2 mg. and 5 mg. 2 mg. per 5 cc. 
Bottles of 100 and 1,000. Bottles of 16 fi. oz. 
*Regd. Trade Mark 


LEDERLE LABORATORIES DIVISION 


? 
C yanamid PRODUCTS LTD. LONDON, W.C.2. 
21 
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Specific Action 


on the 






‘Merbentyl’ controls spasm and 
relieves pain in peptic ulcer, colitis, 
and similar conditions. 


The specific action of ‘Merbentyl’ 
on the gastro-intestinal tract ensures freedom 
from the troublesome side-effects 

(changes of heart rate, blurred vision, etc.) 
normally associated with anticholinergic 
therapy. 


*‘MERBENTYL’ tablets are 


economical — basic daily cost to 
the N.H.S. is no more than 7d. 
MERBENTYL::: 


in tablets and as a syrup, 

each tablet or 5 c.c. syrup 
containing 10 mg. 
diethylaminocarbethoxybicyclo- 
hexy! hydrochloride. 


MERBENTYL \ 
~» Dhenobarbitone | 


in tablets and as a syrup—each tablet 
or 5 c.c. syrup containing 10 mg. ‘Merbentyl’ 


and 15 mg. (gr. ¢) phenobarbitone. For conditions requiring a sedative 
in addition to antispasmodic therapy. 


*MERBENTYL’ and ‘MERBENTYL’ WITH PHENOBARBITONE are distributea in the United Kingaom and Eire by 


RIKER LABORATORIES LIMITED + LOUGHBOROUGH - LEICS. 


for the Wm. S. Merrell Company, London. 





to 
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FORMULA 


PERDILATAL 
1- (p-hydroxyphenyl) - 2 - (1 
methyl — 3’ - phenyl-propyla- 
mino) - propanol -(1) hydro- 
chloride 
ieee ght 0.3% 


i ak ionsil 5.0 
Methyl nicotinate 

cn ewe 1.09% 
Glycol salicylate 

Lewes e 10.0 
Vanishing cream base 

oeneed 83.7% 


(1) Lancet, 1956, 1, 257. 








Vasodilator relief of 
rheumatic pain and local 
circulatory disorders 


THERMONA, because of its unusually effective 
formula, produces a surface vasodilatation which 
extends beyond the area treated. It acts directly 
on the arterioles. 


PERDILATAL (formerly known as Dilatal), a powerful 
vasodilator which (when given systemically) increases 
muscle blood flow (1), and also produces a slight increase in 
cutaneous flow. 


Propyl salicylamide, an analgesic more powerful than other 
derivatives of salicylamide and salicylic acid. 


Glycol salicylate and methyl nicotinate are often included in 
analgesic creams. In Thermona they have the function of 
reinforcing respectively the actions of propyl! salicylamide 
and perdilatal. 


INDICATIONS 


(1) The group of conditions covered by the terms 


* muscular rheumatism ’ and ‘ fibrositis ’. 

(2) Local circulatory disorders where they have 
surface manifestations (e.g., chilblains, Raynaud’s 
disease) 

AVAILABILITY 
Tubes containing 20 G (approx.) prescribable on N.H.S. 


form E.C.10. 


_ 
SiN: product 


SMITH & NEPHEW LTD: WELWYN GARDEN CITY: HERTS 
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TRADE MARK 


The most remarkable 


Now made available in Great Britain by Lederle 


Fully active by mouth . . . relieves stress . . . stabilises the emotions 
Valuable.daytime tranquillizer . . . induces natural sleep at night 
Reduces tension, irritability and restlessness 

Has proved effective where barbiturates have failed 

Muscle relaxant in spasm, pain and stiffness 

Has no specific action on blood pressure 


Free from toxicity . . . of negligible side effects 


LEDERLE LABORATORIES DIVISION 





Wwe 
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2-methyl-2-n-propyl-1, 3-propanediol dicarbamate 


SN 


MEPROBAMATE 





tranquillizer yet discovered | 


Selective action in anxiety and tension states 

Following published reports on its successful trials, Mrrown has been adopted 
by doctors in America on as large a scale as any drug in recent years. Its initial 
reception by British doctors indicates that its adoption in Great Britain will be 
no less widespread. MuLTowN owes its outstanding merits to its advantages over 
other conventional sedatives in restoring tranquillity in tension states, anxiety, 
stress and allied conditions. It shows significant absence of toxicity and almost 
complete freedom from side effects. It has proved effective where other 


tranquillizers have failed. MuLrown is well tolerated. 


DOSAGE SEDATION : 1 tablet tid. 
HYPNOSIS : 2 tablets, 1 hour before retiring 
RELIEF OF MUSCLE SPASM : 1-2 tablets 3 or 4 times daily 


Tablets of 400 mg. for oral use. Bottles of 50. 


(yanamid PRODUCTS [7 LONDON, W.C.2 


} 
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to anogenital 





itching and pain 







‘The high anesthetic potency of dimethisoquin makes it of 
unique value as an antipruritic for the relief of itching and 
pain...’ The Pharmacological Basis of Therapeutics 


(1955), 2nd ed. New York: The Macmillan Company, p. 370. 






After developing and screening hundreds of anaesthetic compounds for 

potency and safety, SKF isolated dimethisoquin hydrochloride—‘ Quotane’. 
This remarkable surface anaesthetic has these advantages : 

Je 





1. Rapid and long-lasting relief of itching and pain. 
2. Low sensitization index. ‘Quotane’ is not related to 
the highly sensitizing ‘caine’ group. 


‘ 


3. Smooth, white, non-staining and non-greasy. 


QUOTANE OINTMENT 


@) Smith Kline C* French 


represented by Menley & James, Limited, London S.E.5 
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“ RAPID RESPONSE 
Rapid response to treatment, smooth convalescence and an early return U 
to normal activities: is a natural result of the oral administration of : 
Chloromycetin*. Readily absorbed from the gastro-intestinal tract, 
Chloromycetin diffuses rapidly and penetrates tissue barriers easily, 
producing blood-levels which rise proportionally with increase in dosage. . 4 


Chloromycetin 


* Trade Mark 
the original Chloramphenicol 








~ 
PARKE, DAVIS « company LTD. (inc. U.S.A.) 
HOUNSLOW - MIDDLESEX - TEL: HOUNSLOW 2361 


to 
~~ 
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Remarkably safe and 


free from toxie effects 


N-BENZYL-8-CHLOROPROPIONAMIDE 


NYDRANE is remarkably safe and free from toxic or unpleasant 
side-effects. 
e 
NYDRANE usually makes patients more mentally alert, brighter, 
and more co-operative, opposing even the soporific action of any 
other anticonvulsant used. 
* 
NYDRANE often successfully stabilises the more resistant cases, 
enabling them to lead a more normal, useful life. 
a 
NYDRANE tablets are colourless, odourless, readily accepted 
and well tolerated. 


Nydrane tablets each containing 500 mg. n-benzyl-8§-chloropro- 
pionamide are available in boctles of 50 and 250, and tins of 
1000 tablets. 


Literature and samples gladly sent on request 


a4 


RONA LABORATORIES 


12/13 Molyneux Street,-London, W.1. AMBassador 4437/8 


Nydrane 


in the treatment of Grand-mal and Psychomotor Epilepsy 
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Intramuscular Iron 
and the 


Anaemias of Infancy 





The value of Imferon in Nutritional Anaemia of Infancy and in the prophy- 
laxis and treatment of Anaemia of Prematurity has recently been convincingly 
demonstrated. 

* “There was obvious rapid clinical improvement in all cases as shown 
by the return of appetite, change of disposition, improvement in colour, and 
gain in weight.” 

* “The daily rise in haemoglobin during the first two weeks after treatment 


was almost 1.5%.” Brit. Med. 7. 1955 2, 700. 

Imferon is the most practical and effective means of administering iron to 
infants who do not make progress on oral preparations. The increase in 
haemoglobin concentration is about 20% in two weeks—more than can be 


achieved with any form of oral therapy. 


THE INDICATIONS FOR IMFERON IN INFANCY ARE : 


1. Nutritional anaemia in infants who do not make progress on oral iron. 
2. Nutritional anaemia in infants whose home conditions are poor and who would otherwise 


have to be admitted to hospital. 
3. The prophylaxis and treatment of anaemia of prematurity. 
4. As an alternative in some cases to blood transfusion. 


FURTHER INFORMATION IS AVAILABLE ON REQUEST. 
Imferon is issued in ampoules of 2 ml. (100 mg. Fe) in boxes of 10 and 100. 


Imferon... 


IRON DEXTRAN COMPLEX 
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A PRODUCT OF | BENGER LABORATORIES 
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BENGER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE 
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NEW 3-in-l penicillin 


TRIPLOPEN, Glaxo’s new penicillin, combines in 
a single preparation the advantages of a high initial 
bactericidal level of penicillin plus ultra-prolonged 
bacteriostatic action. Its substantial dose of sodiurs 
penicillin produces a very high immediate peak 
concentration, rapidly killing the bulk of the 
invading bacteria. The advantage gained by this 
initial attack is supported during the following 

24 hours with procaine penicillin, and continued for 


3 to 4 days by benethamine penicillin (Benapen). 








Serum concentrations produced by a single intramuscular injection of Triplopen 








Time in hours : | 3 6 12 24 48 72 %6 
Average penicillin concentration in 8-70 1-66 87 4 % 13 07 03 
units ml. 



































Triplopen is issued as a dry powder having the following formula: 
benethamine penicillin, 500,000 units; 

procaine penicillin, 250,000 units; 

sodium penicillin G, 500,000 units. 

Free-flowing: When water is added Triplopen suspends 
immediately to make an unusually fluid injection which passes 
easily through a 23 S.W.G. needle without clogging. 


In single-dose vials in individual cartons and boxes of ten. 


© TRIPLOPEN 


TRADE MARK 





GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX, ENGLAND 


Subsidiary Companies and Agents in most countries 
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in one tablet 





RAUWILOID +‘VERILOID 


=: teatinent of’ choice for 
moderate 10 severe "perlension 


The combined action of the Riker alkaloidal extracts ‘RAUWILOID’ and ‘ VERILOID’ provides a striking example 
of drug complementation. The response seems to be greater than simple summation of the two effects, and 
consequently the patient actually requires less of the more potent ‘Veriloid’. The margin between the required 
hypotensive dose of ‘ Veriloid’ and that causing emesis is effectively widened by the presence of the ‘Rauwiloid’. This 
enables satisfactory treatment to be carried out with the minimum of discomfort to the patient. 


“* The addition of Rauwiloid makes Veriloid easier to administer and practically does away with unpleasant side reactions’. 
Amer, J, Med. (1954), 17: 629. 


RAUWILOID— VERILOID— 

is a unique preparation of alkaloid hydro- a fractionated alkaloidal extract of Veratrum 
chlorides of Rauwolfia serpentina accurately viride which is biologically standardized. 
standardized. 


RAUWILOID+VERILOID— 
is presented in bottles of 100 (approximately one month's 
treatment) and 500 tablets. Each tablet contains 1 mg. of 
*Rauwiloid’ and 3 mg. of ‘ Veriloid’. 

Detailed literature supplied on request. 


- ——_ 


( RIKER 


UAL diNdby 


Rauwiloid’ and ‘ Veriloid’ are registered trade marks. Registered users : 


RIKER LABORATORIES LIMITED, 
LOUGHBOROUGH, LEICcS. 
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ARKABLE STARGH-DIGESTANT 


A potent starch liquefying enzyme of vegetable origin, TAKA-DIASTASE* will 
render soluble 300 times its own weight of cooked starch in ten minutes. Resembling both 
ptyalin and amylopsin in its activity, it is particularly effective in relieving 

amylaceous dyspepsia, gastric discomfort, and as an aid to nutrition. 


TAKA-DIASTASE SEDATIVE ELIXIR (no. 198) 


A combination of Taka-Diastase, bismuth and 


TA K A D ; A © TA & F nux vomica for dyspepsia accompanied by 
- nausea or pain. 
TAKAZYMA 


aka-Diastase, with insoluble carbonates. Gives 


Ti 

: . 

Sta re h ™ | | q u e fyi ng e n Zy m e 3-fold relief of (1) hyperacidity (2) undigested 
starch (3) irritation of gastric mucosa. 
Powder in jars of 2 ozs. and tins of 1 Ib. 
Lozenges in bottles of 30 and 100. 


. 
4 
_ 


cA fr, 
PP) *Trade Mark 
’ PARKE, DAVIS & COMPANY, LIMITED (inc. U.s.4.) HOUNSLOW, MIDDLESEX. Tel: Hounslow 2361 


ven? 
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One week’s treatment with ‘ Antepar ’ Elixir is 
yi usually sufficient to eradicate threadworms. A single 
| dose clears roundworms from the gut. Effective 
without fasting, purging or supporting measures, 
f ‘Antepar ’ acts by paralysing the worms—they are 
then expelled by normal peristalsis. 
a *Antepar ’, the original elixir of piperazine, is 
ri well tolerated by patients of all ages. Its pleasant 
taste is popular with children. Containing piperazine 
f citrate equivalent to 500 mgm. of piperazine in 
each fluid drachm, ‘ Antepar ’ is supplied in bottles 
Ff of 4 fl. oz. and 20 fl. oz. 





/. ‘ANTEPAR’ ELIXIR 


WELLCOME & CO. (tHE WELLCOME FOUNDATION LTO. LONDON 


Associated Houses: AUCKLAND BOMBAY BUENOS AIRES CAIRO CAPE TOWN DUBLIN KARACHI MONTREAL NEW YORK RIO DE JANEIRO SYDNEY 
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As sure as the dawn 





LABORATORIES LIMITED, 


GREENFORD, 


On injecting Cytamen—crystalline vitamin B,,— 


a doctor can be as confident of that injection as he 


is in the certainty of dawn. Confident that each 


dose is an exact weight of crystalline vitamin B,,... 


that the stated potency cannot vary... 


that varied response on the part of the patient 


therefore is not and cannot be due to the product. . . 


that he has at his command a range of potencies 


which allows complete flexibility of treatment. 


In short, Cytamen puts into the doctor’s hand the 


most therapeutically efficient and the most 


economical means of combating anaemia. 


CYTAMEN..... 


Crystalline vitamin By. 


50, 100, 250 and 1,000 micrograms per cé 


MIDDLESEX, BYRON 3434 
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_ AVAILABLE AS 


REAM ‘ LOTION 


OINTMENT. 





JELLY 


COMPOUND CREAM 


*Surfathesin’ is a surface 
anesthetic which acts on damaged 
or diseased skin and on some 
mucous membranes. It provides 
topical anesthesia for abrasions, 
burns and certain types of skin 
lesions, as well as for painful con- 
vaginal, 


ditions of the rectal, 


bladder and urethral mucosa. 
*Surfathesin’ is non-toxic and 
well tolerated. Sensitisation is 
extremely rare. Relief is obtained 
within 5-10 minutes and lasts 


for from 4-8 hours. 


ley ELI LILLY & COMPANY LIMITED - Basingstoke, Hants 
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CALORIE INTAKE IN RELATION TO 
BODY-WEIGHT CHANGES IN THE OBESE 


A. KEKWICK 
M.A., M.B. Camb., F.R.C.P. 


OF MEDICINE IN THE UNIVERSITY OF LONDON 


G. L. S. Pawan 
B.Sc. Lond. 


PROFESSOR 


RESEARCH BIOCHEMIST 


Middlesex Hospital, 


From the Department of Medicine, The 


London 


Many different types of diet have been successfully 
used to reduce weight in those considered obese. The 
principle on which most of them are constructed is to 
effect a reduction of calorie intake below the theoretical 
calorie needs of the body. Experience with these patients 
has suggested, however, that this conception may be 
too rigid. Many of them state that a very slight departure 
from the strict diet which can hardly affect calorie intake, 
results in them failing to lose weight for a time. Though 
it is realised that evidence from such patients is notori- 
ously inaccurate owing to their approach to this particular 
condition, it is too constant a belief among them to be 
entirely discarded. 

Furthermore, most of the diets in common use not 
only restrict the intake of calories but also radically 
alter the proportions provided by protein, fat, and 
carbohydrate. In this country a healthy sedentary 
person may be supposed to consume some 2200 calories 
daily, made up of about 70 g. of protein, 60 g. of fat, and 
350 g. of carbohydrate: protein supplies 12% of the 
calories, fat 24%, and carbohydrate 64%. On most 
reducing diets, however, the carbohydrate and fat will 
be restricted while the protein remains about the same ; 
and in a diet yielding 1000 calories protein may provide 
30%, fat 37%, and carbohydrate 33%. 

Finally, Lyon and Dunlop (1932) observed that 
patients on isocaloric reducing diets lost weight more 
rapidly when the largest proportion of the calories was 
supplied by fat than when it was supplied by carbo- 
hydrate. Anderson (1944) attributed these findings to 
the different amounts of salt (causing water retention) 
in the diets used by these workers. More recently, 
Pennington (1951, 1954) has recommended high-fat diets 
in the treatment of obesity. It therefore seemed impor- 
tant to establish which factor has the greater effect 
restriction of calories, or alteration in the proportions of 
protein, fat, and carbohydrate in the 
diet. 





Materials and Methods F 33% 

The subjects selected for our study 
were definitely obese. It has been 
debated whether an increase of 
weight above that laid down in 
normal height-weight charts is a 
satisfactory criterion of obesity, and 
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even when given free choice of food (fig. 1). This 
observation has been made before (Newburgh 1942), 
and therefore a period of stabilisation was arranged 
to precede our studies. 
After that period 
their daily weight 
became relatively stable, 
and at this point all 
were placed on one or 
other of three series of 
diets prepared by Miss 
Wilkinson Hughes, chief 
dietitian to the Middle- 
sex Hospital. These 
diets were drawn up 
from the tables of 1 
McCance and Widdow- 
son (1946), and in every 
case aliquot samples of 
all the diets were 
turmixed and analysed. 
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Fig. |—Loss of weight on full diet soon 
after admission to hospital 
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The results agreed within 10% 


. with those in the tables. 


Diets of Series 1 

In the first series the proportions of protein, carbo- 
hydrate, and fat were kept constant and the intake of 
calories was varied. In all of them protein supplied 
about 20%, fat 33%, and carbohydrate 47% of the 
calories. The water in the diet was determined and a 
supplement of water given to each patient to make 
3000 ml. per day. The same procedure was adopted with 
sodium chloride, which totalled 10 g. per day. For 
periods of 7-9 days the patients were kept on either 
2000 calories, 1500 calories, 1000 calories, or 500 calories 
per day (fig. 2). Six patients were studied in this way, 
each patient having each diet for 7-9 days, and a definite 
relation was found to exist between the deficiency of 
calories and the amount of weight lost. 


Diets of Series 2 

The fina? proof that the amount of weight lost depends 
directly on the deficiency of calories should be adduced 
by observing a constant loss of weight in each patient 
whose calorie intake is constant regardless of the type 
of food making up the diet. 

Fourteen patients were put on diets in which the 
calorie intake was kept constant at 1000 a day and 90% 
of it was provided in turn by carbohydrate, fat, or 
protein. Measured amounts of water and of sodium 
chloride were again added to each diet to make up an 
intake of 3000 ml. of water and 10 .. of sodium chloride 
per day (fig. 2). So different were the rates of weight-loss 
on these isocaloric diets that the composition of the diet 
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other definitions have been suggested ; 
but all the persons chosen for the 
present investigation were manifestly 
obese, and this description could 
not have been questioned either by 
skilled or by lay observers. All had 
weights more than 35% above the 
standard weight for height according 
to the tables compiled by the Metro- 
politan Life Insurance Company (1942, 
1943). 

All were admitted to hospital and 
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allowed a moderate amount of exer- 
cise in the ward. During the first few 
days after admission they lost weight 
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Fig. 2—Composition of dicts of series | and 2 
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DAILY INTAKE OF CALORIES 


Fig. 3—Daily changes of weight in 6 patients (means of 7-9 days on 
each diet). 


appeared to outweigh in importance the intake of 
calories. 
Diets of Series 3 

In order to confirm this point a third series of patients 
was studied who were put on to 2000-calorie diets of 
normal proportions to show that their weight could be 
maintained while in hospital at this level and then placed 
on high-fat, high-protein diets providing 2600 calories 
per day. It was demonstrated that these patients on the 
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Fig. 4—Loss of weight in 3 patients on diets of series | given in 
different order. 
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whole could maintain or gain weight on 2000 calories but. 
except in one instance, lost weight consistently on a 
2600 daily calorie intake. 

During these periods the patients were weighed daily 
and in some of them balance studies were carried out in 
respect of water, nitrogen, fat, sodium, chloride, and 
potassium. Total body-water and the basal metabolic 
rate (B.M.R.) were estimated weekly or at the end of the 
period on each diet. The methods employed for these 
estimations have already been listed (Kekwick and 
Pawan 1953). 

In such a study the difficulties are formidable. The 
first and main hazard was that many of these patients 
had inadequate personalities. At worst they would 
cheat and he, obtaining food from visitors, from trolleys 
touring the wards, and from neighbouring patients. 
(Some required almost complete isolation.) At best they 
coéperated fully but a few found the diet so trying that 
they could not eat the whole of their meals. When this 
happened the rejected part was weighed, and the equiva- 
lent calories and foodstuffs were added to a meal later 
in the day. The results we report are selected, a con- 
siderable number of known failures in discipline being 
discarded. 

Another factor of importance which could not be 
eliminated was that many patients were women, in 
whom the retention and the losses of water associated 
with the menstrual cycle affected the daily weight and 
the estimation of total body-water. We were surprised 
to find how great such factors could be, amounting in one 
woman to the retention of more than 3 litres of water. 
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Fig. 6—Intake of nitrogen and urinary output of “‘ creatinine chromo- 
gen "’ of 3 patients on diets of series |. 


Results 

Diets of Series 1 

If weight-loss in the obese is merely the result of a 
deficiency in calorie intake below a constant requirement, 
the effect of these diets should be that, when the loss of 
weight is plotted against the intake of calories, the 
resulting graph is a straight line unless obscured by 
changes in total body-water (Newburgh 1942). If 2000 
calories are expended and only 1500 calories are consumed, 
there is a daily deficiency of 500 calories; and this 
deficiency represents 125 g. of carbohydrate or protein 
or about 55 g. of fat. If only 1000 calories are consumed, 
there is a daily deficiency of 1000 calories—250 g. of 
protein or carbohydrate or 110 g. of fat. Fig. 3 illustrates 
two theoretical lines showing this relationship if the 
loss is in terms of carbohydrate and protein on the 
one hand or fat on the other. The plotted points are 
the actual losses seen in these patients. Fig. 4 shows 
that, in three patients, this loss of weight was inde- 
pendent of the order in which the diets were given. The 
type of diet during any period is represented at the top 
of each figure as a miniature of the diagram in fig. 2. 

Protein is not, however, lost during these dietary 
periods. Fig. 5 shows the nitrogen balances carried out 
on three patients during these periods. It is clear that 
nitrogen output closely follows intake; the patients 
remaining in approximate nitrogenous equilibrium. 
Fig. 6 shows that the urinary excretion of “‘ creatinine 


CHANGES IN BODY-WEIGHT AND TOTAL BODY-WATER 


TABLE I 
IN 5 PATIENTS ON DIETS OF SERIES | 
{nities s ' bk ined 
Initial Initial body Period Final Final body- 
body- body - water of body- body- water 
weight water as % of stndy weight water as Y of 
(ke.) (litres) body- (days) (ke.) (litres) body- 
weight weight 
78-6 40-4 1 29 769 38-6 51 
116-3 59-4 51 28 112-6 58°3 52 
1277 65°5 50 28 119-7 61-5 51-5 
110-6 56-7 51 21 105-7 54-8 52 
117-7 61°38 §3°5 21 113-2 57-0 50 
Total 550-9 281-8 3 ee 527-2 270-2 
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chromogen *’ remained approximately constant regardless 
of the intake of nitrogen—which suggests that there was 
no significant alteration in the breakdown of endogenous 
protein on the different diets. Any minor deviations 
from equilibrium were quite insufficient to account, in 
terms of protein, for the weight lost. 

Alternatively it is unlikely that the patients became 
depleted of carbohydrate reserves. These reserves are 
small and could not account for the amount of weight 
lost (Soskin and Levine 1950). 

Loss of weight may be the result of losing ‘‘ available ”’ 
body-water. This term means total body-water, which 
was measured by the urea-dilution method of McCance 
and Widdowson (1951) with the precautions previously 
described by Pawan (1954) and is probably a measure 
of intracellular fluid, extracellular fluid, and circulatory 
fluid. Table-1 shows for these patients the initial body- 
weights and the measurements of the total available 
body-water. It will be noted (column 3) that in all the 
patients the available water initially represented 50— 
52-5% of the body-weight. By the end of about four 
weeks on the diets the proportion of body-water to 


‘ 


‘weight remained the same (50-52%) (column 7). During 


the intervening periods the five patients had lost 23-7 kg. 
of body-weight (column I-column 5) and apparently 
11-6 litres of available body-water. During these periods 
of weight reduction the total available body-water was 
apparently kept in constant relationship with body- 
weight. On these diets only about half the weight lost 
could be accounted for in terms of body-water. 

Four patients were studied at the beginning and end 
of the week when the loss of weight was greatest—i.e., 
on 500 calories per day. Table 1 shows that the scatter 
is much greater, but this is because in one patient 
(marked with an asterisk in the table) the period on 500 
calories coincided with the retention of body-water 
associated with the menstrual cycle. In the four as a 
whole, however, the total loss was 12 kg. in body-weight 


o 
TABLE II-—-LOSS OF BODY-WEIGHT AND TOTAL BODY-WATER 
IN 4 PATIENTS ON 500-CALORIE DIET FOR 7 DAYS 
% loss of weight as 


Loss of weight Loss of body-water 
* ; 


(kg.) (litres) body-water 
3-9 1-4 36 
2-3 0-8 35 
2:3 1-3 56 
3-5 O-5 14° 


Pp * See text. 


and 4 litres of available body-water—a proportion very 
similar to that given above. The assumption therefore 
is that, over the period of observation, 33-50% of the 
weight-loss of these patients on these diets was loss of 
available body-water and the remaining 50-67% was 
probably loss of fat. 


Diets of Series 2 

It has been argued above that, if deficiency of calories 
alone accounts for loss of weight in the obese, diets of equal 
calorie value should produce the same loss of weight in 
the same patient, no matter what the composition of the 
diet. Manifestly they do not, as can be seen in the patients 
on diets of series 2. Fourteen patients were each given 
diets all containing 1000 calories per day, but during 
one period 90% of the calories was given as carbo- 
hydrate, during another as fat, during another as protein, 
while during a fourth a diet of normal proportions was 
given. Fig. 7 shows the daily losses of weight during 
these periods. It will be seen that weight was lost 
rapidly when 90% of the calories was given as fat or 
as protein, but that weight could be maintained during 
these brief periods when 90% of the calories was given as 
carbohydrate. Fig. 8 shows the detailed weight changes 
in three patients to illustrate that the order in ~vhich the 
diets were given did not matter. 








158 THE LANCET ORIGINAL 





-700 


-600 


-500 


-400 


~ 300 


- 200 


-100 


DAILY CHANGE /W WEIGHT ( 7.) 


0 


+100 














+200 L L L i iL L ih... L 
1000 calories 1000 calories 1000 calories 1000 cal. 


daily,givenas daily,givenas daily, givenas daily 
90% carbohydrate 90% protein 30% Fat mixed diet 
Fig. 7—Daily changes of weight of patients on 1000-calorie diets of 
different composition (mean of 5-9 days on each diet). 


The first and obvious explanation is that the patients 
failed to absorb either the protein or the fat in the diets. 
Fig. 9 shows the nitrogen balance in three patients and 
demonstrates that approximate nitrogenous equilibrium 
is maintained. There was retention of nitrogen during 
the periods of large intake of nitrogen. Fig. 10 shows 
that the urinary excretion of ‘‘ creatinine chromogen ’ 
was independent of the intake of nitrogen. It therefore 
seems that there 
was no lack of 

(Thy [IK = absorption of 

the dietary 
1000 cal. 1000 cal. 1000 cal. . : 

nitrogen, nor 
any large change 
7 in the break- 
down of endoge- 
nous protein. 

Table ru shows 
| the fat-balances 
in eight patients 
during the 
periods on the 
high-fat diets. 
in view of the 
large percentage 
of fat absorbed 
(column 3) there 
is no reason to 
suppose that the 
loss of weight in 
these patients 
was due to 
inadequate 
absorption. 
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Measurement 
of available 
body-water dis- 
plays the same 
phenomenon as 
in the first series 
of patients (table 
Iv). The range 
of proportions of 
total body- 
weight and total 
body-water was 
of the same order 











Fig. 8&—Loss of weight in 3 patients on diets of 
series 2 given in different order. 
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but some- 
what wider 
(column 3). 
It can be 
seen that in 
any indivi- PS ees ; 
dual patient , 
the propor- 
tion of body- +10 
water to 
body-weight 
remained +20} 
surprisingly 
constant 
throughout 
the period 
of study. 
The twelve 
patients in 
whom these 
measure- 
ments were 
made lost 
51:3 kg. of 
body-weight 
and 18 litres 
of avail- 
able body- 
water (35°). 
Table v 
shows the 
losses of 
body-weight 
and body- 
water in 
patients on 
the high- 
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was in the DAYS 
form of Fig. 9—Nitrogen-balances of 3 patients on diets of 
available series 2. 
body-water 
and the remaining 48-59% probably in the form of 
body-fat. 
Diets of Series 3 

It seems that the qualitative composition of the diet 
has a profound effect on weight-loss in the obese when 
the intake of calories is already deficient. The extent 
of these changes suggests that this may be an important 
factor in the dietetic therapy of obese patients. It 
was decided to test this idea in another way. Five obese 
patients were put on a 2000-calorie diet containing a 
normal proportion of protein, fat, and carbohydrate. 
During a period of 7 days it was shown that they either 
maintained their weight or gained a little. The number of 
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TABLE II!—-FAT-BALANCE IN 8 PATIENTS ON HIGH-FAT DIETS 
OF SERIES 2 
Total intake of fat Feral fa Kat absorbed 

(g.) (z.) ( 

6386 23-0 97 
636 26-1 96 
686 23-6 97 
R82 24-0 97 
686 32-0 95 
686 26-0 96 
686 22-0 97 
598 rs-0 a7 


calories was then increased in the same patients to 2600 
per day, but the proportions of the diets were altered by 
increasing the amount of fat and protein and reducing 
that of carbohydrate. Table v1 shows that four of the 
five patients lost weight although the calories were much 
increased. Table vir shows the measurements of available 
body-water during these periods, and the same pheno- 
menon appears as described above : 30-50°%, of the weight 
lost was shed as available body-water. 


) 


Discussion 

If these observations are correct, there seems to be 
only explanation—namely, that the 
composition of the diet can alter the expenditure 
of calories in obese persons, increasing it when fat 
and protein are given, and decreasing it when carbo- 
hydrate is given. This is not surprising as regards 
protein, whose specific dynamic action has long been 
recognised. It is, however, surprising as regards fat, 
whose action in this respect seems to be even greater 
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BODY-WATER IN 
9 


TABLE IV-—-CHANGES IN BODY-WEIGHT AND 


12 PATIENTS ON DIETS OF SERIES 2 
Initial Final 
Initial Initial body- Period Final Fina! body- 
body body- water oO body- body- water 
weight water as % of study § weight water as % of 
(kg.) (litres) body- (days) (ke.) (litres) body- 
weight weight 
79-6 $4-4 56 20 72-8 44-1 61 
87-7 51:8 59 21 81-7 49-0 60 
127-7 59-2 47 18 120-9 57-7 48 
121-3 62-6 52 i4 117:1 60°38 52 
116-4 64-4 55 16 114-6 65-2 57 
68-2 51-7 75 23 64-0 49-4 77 
94-1 51-6 55 21 90-5 52-1 58 
89-7 49-0 55 21 86-7 47-4 55 
100-2 50-1 50 13 96-6 47-6 50 
93-1 19-6 53 16 89-6 47-9 53 
100-5 43-7 43 15 96-8 40-6 43 
100-9 39-5 39 12 96-8 37°8 39 
Total 1179-4 617-6 11281 599-6 
As the insensible loss of water from the skin and 


respiration in some of these patients was being measured 
in an attempt to determine water-balances accurately, 


‘it was considered that this might provide some indirect 


index of general metabolic rate, as suggested by Benedict 
and Root (1926) and Johnston and Newburgh (1930). 


BODY-WATER IN 
2; 7 ON HIGH- 


TABLE V BODY-WEIGHT AND TOTAL 
14 PATIENTS ON HIGH-FAT DIET OF SERIES 
PROTEIN DIET OF SERIES 2 FoR 5-9 DAYS 


-LOSS OF 


On high-fat diet On high-protein diet 


Loss of Loss of Loss of Loss of 
body-weight body-water body-weight body -water 
(kg.) (litres) (kg.) (litres) 
3-2 0-5 2°5 0-6 
0-6 0-1 3:8 1-2 
2-0 2-1 0-3 0-2 
3-2 0-6 1-6 1-5 
2-2 0-2 O-4 0-2 
1-6 o-9” 2-0 1-7 
2-3 1-4 1-3 0-8 
1-5 0-4 
2-9 1-5 Total 11-9 6-2 
2-8 1°6 
2-0 1-2 
2-4 1-3 
2-4 1-1 
2-6 0-6 
Total 32-7 13-6 


Measurements were made by weighing the patient at 
intervals of one hour on scales specially constructed for 
this purpose by Messrs. W. & T. Avery Ltd. which are 
sensitive to 2 g. over the range of weights concerned. 
During these hours no food was taken and neither urine 
nor feces voided, and errors due to temperature, activity, 


TABLE VI—WEIGHT CHANGES IN 5 PATIENTS DURING PERIODS 
ON NORMAL 2000-CALORIE DIET AND ON HIGH-FAT 2600- 
CALORIE DIETS OF SERIES 3 


Initiai Final Period Change in 

Case Daily body- body- of body- 

no. calories weight weight obs. weight 
(kg.) (kg.) (days) (ke.) 

1 2606 94°3 93-0 6 1:3 

2000 93-0 93-7 5 +0-7 

2600 93-7 91-8 +) —1-9 

2 2000 81-9 82-4 7 +0°5 
2600 82-4 80-9 s 1- 

2000 80-9 81-1 8 0-2 

3 2600 111-9 109-3 i4 2-6 
2000 109-3 109°3 s +0 

2600 109-3 107-7 8 1-6 

4 2000 111-6 111-2 8 —0-4 

2600 111-2 111-3 4 +0-1 

5* 2600 93°5 92-5 10 1-0 

2000 88-5 90-3 7 +1°8 


* Intermediate period between 2 observations put on 2000-calorie 


high-fat diet on which weight dropped from 92-5 to 88-5 kg. 
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TABLE VII-—-CHANGES IN BODY-WEIGHT AND IN BODY-WATER 
IN 5 PATIENTS ON NORMAL 2000-CALORIE DIET AND HIGH-FAT 
2600-CALORIE DIETS OF SERIES 3 


Normal 2000-calorie dict High-fat 2600-calorie diet 
Change of Change of Change of Change of 
body -weight body-water body-weight body-water 

(ke.) (litres) (kg.) (litres) 

0-7 -O-2 1-3 0-6 

0-5 +O] 1:9 0-6 

0-2 +O] 5 1:2 

0 O-1 2-6 1-3 

O4 0-5 0-1 0 
1-8 0-2 1-0 0-7 
rota 9-8 0-0 8-2 3-0 
and air draughts were avoided as far as possible. Fig. 11 


shows that insensible loss varies in a single patient 
during the day but it remains fairly constant from day 
to day. Fig. 12 shows the effect of isocaloric diets on the 
hourly insensible loss in one patient, and fig. 13 the 
mean figures in three patients. All three patients showed 
the same tendency to increase insensible loss on increased 
intake of protein and fat. The rate of insensible less 
appears to be much affected by the type of food, pro- 
vided that the water and sodium intakes are kept constant 
throughout the period of observation; whether this 
increased rate of insensible loss is a measure of bodily 
metabolic activity must remain in question. Even if 
metabolic activity cannot be measured directly, the 
difference in weight responses seen with these diets does 
not seem to be completely due either to an altered state 
of hydration or to a simple deficiency of calories. We 
suggest that the rate of katabolism of body-fat may alter 
in response to changes in the composition of the diet. 
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Fig. 1|—Relation of insensible loss of weight to time of day (mean of 
2 days). 
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Fig. 12—Relation of insensible loss of weight to dietary intake. 
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Summary 

1. Loss of weight can be successfully achieved in obese 
patients by numerous diets, most of which restrict 
calorie intake. At the same time almost all such diets 
alter the proportion of protein, carbohydrate, and fat as 
compared with the normal, restricting carbohydrate and 
fat in particular. It seemed desirable to investigate 
which factor was of the greatest importance in weight 
reduction—calorie restriction or alteration in the com- 
position of the diet. 

2. The rate of weight-loss has been shown to be pro- 
portional to the deficiency in calorie intake when the 


TABLE VIJI—CHANGES IN B.M.R. (ROBERTSON-REID STANDARDS) 
IN PATIENTS ON DIETS OF SERIES | AND 2 


Diets of series 1 
2000 calories 1500 calories 1000 calories 500 calories 

Change in +6 0 of +2 
R.M.R. 9 +5 J 0 
4 0 +6 +3 
3 —4 8 +5 
4 +3 +9 3 
8 3 +7 +7 
2 14 +1 

2 11 


Diets of series 2 (1000 calories) 


High-fat High-carbohydrate 


High-protein 
+3 
0 
+2 
0 
To 
To 


Change in 
B.M.R. 


Ot OS BS OS mm ae CO Go 
CE oe 


Each figure represents the difference between the two B.M.R. 
readings ; one at the beginning and the other at the end of the 
dietary period. 


proportions of fat, carbohydrate, and protein in the diet 
are kept constant at each level of calorie restriction. 

3. When calorie intake was constant at 1000 per day, 
however, the rate of weight-loss varied greatly on diets 
of different composition. It was most rapid with high-fat 
diets; it was less rapid with high-protein diets; and 
weight could be maintained for short periods on diets of 
1000-calorie value given chiefly in the form of carbo- 
hydrate. 

4. At a level of intake of 2000 calories per day, weight 
was maintained or increased in four out of five obese 
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patients. In these same subjects significant weight-loss 
occurred when calorie intake was raised to 2600 per day, 
provided this intake was given mainly in the form of 
fat and protein. 

5. No defect in absorption of these experimental diets 
occurred to account for the weight-loss. There was 
neither loss of body-protein stores nor of carbohydrate 
stores to a degree which significantly contributed to the 
reduction in weight. 

The weight lost on these diets appeared to be partly 
derived from the total body-water (30-50%) and the 
remainder from body-fat (50-70% ). 

7. As the rate of weight-loss varied so markedly with 
the composition of the diets on a constant calorie intake, 
it is suggested that obese patients must alter their 
metabolism in response to the contents of the diet. The 
rate of insensible loss of water has been shown to rise 
with high-fat and high-protein diets and to fall with high- 
carbohydrate diets. This supports the suggestion that an 
alteration in metabolism takes place. 

We are grateful to Miss Wilkinson Hughes (chief dietitian 
to the Middlesex Hospital) and her staff, and Sister E. Few and 
her staff for the continued and patient help which made these 
studies possible ; to Sir Charles Dodds for his helpful criticism ; 
and to his staff for all the B.M.R. readings. 
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VENO-OCCLUSIVE DISEASE OF THE LIVER 
ESSENTIAL PATHOLOGY 
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READER IN MORBID ANATOMY PROFESSOR OF PATHOLOGY 
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diseases of the liver, though of different 
possibly have a common factor—e.g., 

Such are kwashiorkor and marasmus, 
and vomiting sickness (acute 


SEVERAL 
pathogenesis, 
undernutrition. 
veno-occlusive disease, 
toxic hypoglycemia). 

Our observations on Jamaican children for more than 
six years confirm early reports (McFarlane and Branday 
1945, Royes 1948) that infantile fibrosis and cirrhosis of 
the liver are common in Jamaica. 

Liver-biopsy studies on infants and children—occasion- 
ally with multiple follow-ups in the same patient—have 
enabled us to trace the morphogenesis of what appears 
to be the commonest type of fibrosis and cirrhosis (Bras 
et al. 1954) and led us to suggest the name veno-occlusive 
disease. Since then 23 of these patients have come to 
necropsy, and we feel that a recapitulation of the essential 
pathological findings is indicated. 


Clinical Picture 
As reported earlier, the children appear to be somewhat 


stunted, and the major signs are ascites and hepato- 
megaly. These characteristics are at present under 


intensive study by the pediatric department of the 
University College Hospital. Veno-occlusive disease of 
the liver has been subdivided into three clinical stages : 
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in branch of hepatic vein. 
x 146.) 


dathealial mi 


1—Acute b L4 
(Periodic-acid Schiff stain. 





Fig. 


largely characterised by acute ascites 
and hepatomegaly ; the subacute stage ; and the chronic 
stage, characterised by cirrhosis of the liver (Hill et al. 
1953, Jelliffe et al. 1954). 

‘Veno-ocelusive disease of the liver has been pre- 
dominantly seen in children, usually aged 2-5 years. 
The youngest child observed so far was aged 7 months. 
Adults, however, have also presented with the same 
picture (Stuart and Bras 1955). In the Caribbean area 
veno-occlusive disease of the liver has been observed in 
Jamaica and in Barbados (Stuart and Bras 1956). 


Morbid Anatomy 

Liver 

In the acute stage the essential findings are blockage 
of the small hepatic veins, the medium-sized veins being 
somewhat affected and the larger veins being essentially 
free from “lesions. The blockage is a result of a sub- 
endothelial swelling of the intimal tissues, at first 
apparently mainly consisting of oedema (fig. 1) but 
becoming organised later (fig. 2). It has been suggested 
that this swelling may represent either acute exudation 
of edematous fluid in the subendothelial tissues or (less 
likely in our opinion) ‘a deposition of blood (plasma) 
constituents which bas become overdrawn by endo- 
thelium—.i.e., a ‘‘ Duguid lesion ’’ (Bras et al. 1954, Bras 
and Watler 1955). The block is followed by massive 
centrolobular congestion, and the macroscopic appearance 
in this stage is like that of a ‘‘ nutmeg”’ liver (figs. 3 








lusion, with g ve 


i ’ > a 
Fig. 2—Chronic phase of 
(Mallory trichrome 


tissue occluding lumen of branch of hepatic vein. 
stain. x 146.) 
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Fig. 3—Acute veno-occlusive disease showing cut surface of liver 
practically indistinguishable from ‘‘ nutmeg "’ liver. 


and 4). We have been unable to demonstrate either 
primary or concurrent damage of the liver parenchyma ; 
the centrolobular liver cells seemingly perish as a result 
of the congestion. Clinically this stage is invariably 
associated with ascites. The acute stage may subside 
clinically, and follow-up biopsies in such circumstances 
have revealed no trace of the original disease except a 
mild persistent thickening of the walls of some of the 
hepatic veins. Patients have also come to necropsy in 
this stage after the development of symptoms of pro- 
gressive liver failure. Histologically the picture in these 
cases differs only in degree from that described above 
for the acute stage from which patients recovered. 





Fig. 4—Acute veno-occlusive disease showing centrolobular congestion ; 
P, portal triads. (Mallory trichrome stain. x 19.) 


The subacute stage is characterised histologically by 
persistent fibrosis in the centrolobular (non-portal) areas. 
Recurrent episodes of intimal thickening may leave the 
vessels with much-thickened walls and a diminished 
lumen. 

The chronie stage is one of non-portal cirrhosis (Bras 
et al. 1954) (figs. 5 and 6) clinically indistinguishable 
from any other type of cirrhosis. So far as we ean see, 
this is entirely the result of repeated veno-occlusion, 
with subsequent irreparable damage to the non-portal 
areas, scarring, formation of collateral circulation, and 
nodular regeneration. Death after an msophageal 
hzemorrhage is common. 

Cardiovascular System 

No essential lesion has so far been demonstrated in 
heart and blood-vessels apart from the hepatic veins. 
There is in later stages a well-developed collateral 
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circulation essentially similar to that in other types of 
cirrhosis ; and cesophageal varices develop, giving rise 
to hemorrhage, which is an important cause of death. 


Pancreas 

-ancreatic changes similar to those in kwashiorkor 
(Davies 1948) have been noticed in Jamaican infants 
and children with kwashiorkor and marasmus (Bras and 
Clearkin 1954, Bras 1955,). Such changes are quite com- 
mon in veno-occlusive disease, but they were also found in 
children who were not malnourished but had died with 
a fatty liver from various causes (tuberculosis, broncho- 
pneumonia, &c.). The importance of this finding is 
discussed elsewhere (Bras et al. 1956). 


Spleen 


Congestive splenomegaly is found in later stages. 


Other Organs 

No essential pathological changes have been found in 
the respiratory tract, the urinary tract, or the central 
nervous system. PR 


. 








Fig. 5—Chronic lusive di showing nodular aspect of anterior 
surface of liver with non-portal cirrhosis. 


Discussion 


The condition originally reported as serous hepatosis 
and collagenosis (Hill 1951, Hill et al. 1953) is identical 
with veno-occlusive disease. The original titles, based 
on studies in the field laboratory, should be abandoned 
because the finding of a serous exudate around the 
centrolobular veins and in Disse’s space (for which the 
name serous hepatosis was suggested at the time) has 
not been confirmed in further studies and it is thought 
to have been partly due to a fixation artefact. As 
reported earlier (Hill 1953), the venous occlusion was 
missed in the first studies (Hill et al. 1953) and only 
described later (Bras et al. 1954). We therefore now use 
and suggest for this condition the term veno-occlusive 
disease only. 

The resemblance between veno-occlusive disease of 
the liver and senecio poisoning in cattle is striking. 





FoF: 





Pol © ae . 

Fig. 6—Non-portal cirrhosis in chronic v ive di The 
fibrous septa are away from the portal triads (P). (Mallory trichrome 
stain. x 19.) 
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Slides from a cow in England thus afflicted could hardly 
be distinguished by us from those of veno-occlusive 
disease in man.* Veno-occlusive disease has also been 
observed in Jamaican cows (Bras and Berry 1956), but 
the etiological factor—almost certainly a weed, and 
possibly senecio—has not been identified with certainty. 
It has therefore for a long time been suggested that 
‘* bush teas,’’ widely taken by the Jamaican population 
for their alleged medicinal value, may play an important 
role, and the toxicity of various bush teas has been 
intensively studied for almost four years by our group 
in collaboration with the University of Pennsylvania. 

The etiological réle of protein malnutrition was 
debated at the Conference on Protein Malnutrition in 
Jamaica, 1953. Points in favour of such a factor are : 

(1) Severe fatty change in the liver of children aged less 
than 2 years, the age-group in which—almost exclusively— 
kwashiorkor occurs in this island. 

(2) The histopathological changes of the pancreas, which 
are present in veno-occlusive disease and are still accepted to 
be the result of protein undernutrition. This point is also 
being studied further by our group. 


(3) The dietary studies of Rhodes (1955) reveal a deficient 


intake of proteins by these patients. 
(4) The stunting observed clinically (also at present under 


further study). 


There are thus definite leads, but our concept regarding 
the xtiology of this disease is far from established. 

Veno-occlusive disease of the liver bears no resemblance 
to the vomiting sickness of Jamaica (acute toxic hypo- 
glycemia), which is an epidemic disease sometimes 
affecting whole families in the winter months (Hill 1955, 
Hill et al. 1955). Although this vomiting sickness is 
probably associated with malnutrition it is possibly due 
directly to the ingestion of a dietary poison which pro- 
duces acute hypoglycemia and fatty metamorphosis of 
liver, kidney, and heart (there are no changes in the 
hepatic veins). Various articles of diet have been 
indicted, and recent work has shown that the ackee 
(Blighia sapida) contains a toxic hypoglycemic substance 
(Hassall and Reyle 1954). 

Summary 


The lesions of veno-occlusive disease of the liver appear 
to surround blockage of the hepatic veins. For this 
reason it is suggested that other names—serous hepatosis, 
collagenosis—used earlier to describe this condition be 
abandoned and that only the term veno-occlusive disease 
be used. 

In progressive cases the end-result is non-portal 
cirrhosis (often with fatal haemorrhage from the 
esophageal varices). 

The pancreas shows lesions which are commonly 
accepted as associated with protein undernutrition. 
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From the Department of Bacteriology, 
University College Hospital Medical School, London 

THE occurrence of a _ type-specific virus-antibody 
flocculation reaction with poliomyelitis viruses was 
reported recently (Smith et al. 1956). The method 
described in that report is extremely simple, but it 
requires relatively large amounts of the highly concen- 
trated virus suspensions used as antigens. It became 
obvious that further investigations of the reaction itself, 
and more especially its application to practical ends, 
would be greatly facilitated by the introduction of a micro- 
technique. A satisfactory micro-method has now been 
devised which is very economical of reagents and is 
simple, rapid, and sufficiently accurate for most purposes. 


The Micro-method 

Materials 

Virus strains used were Brunhilde (type 1), Y-SK 
(type 2), and Leon (type 3). The methods of their cultiva- 
tion in HeLa cells and their concentration to yield 
flocculating antigens are fully described in our previous 
publication. The same rabbit antisera of types 1 and 3 
have been used in the present investigation, and in 
addition a type-2 antiserum was obtained by immunising 
rabbits with Y-SK virus. 
Description of Method 

Dilutions of antisera, and of the antigens also if re- 
quired, are made in physiological saline solution in round- 
bottomed glass tubes 4 cm. long and 1 cm. in diameter. 


This is done with dropper pipettes calibrated to deliver 
50 drops saline per ml. The pipettes are easily made from 
drawn-out glass tubing by cutting off the tips at the point of 
their engagement with an orifice 0-95 mm. in diameter drilled 
through a metal plate. As the total volume of each dilution 
required may be only 5 drops or less, the mixing and transfer 
must be done gently to avoid frothing. 

Mixtures of antigen and antiserum are then made in 
Dreyer agglutination tubes. 

One drop of each reagent is used to give a total volume of 
0-04 ml. If the tubes are held vertical in an agglutination rack 
there fs no difficulty in delivering the reagents from dropper 
pipettes so that they fall to the conical bottoms of the tubes. 
Mixing is effected by picking up each tube in turn and flicking 
the bottom with a finger. 

The mixtures are incubated at 37°C. 

To prevent evaporation the agglutination racks are placed 
in a humidity box within an ordinary bacteriological incubator. 
The humidity box is simply an airtight box made from 
‘ Formica’ sheeting, with a shelf to hold the racks a few inches 
above a tray of water. A hinged drop front is the most 
convenient form of opening, an airtight seal being effected 
with strips of sponge rubber. Most of our experiments have 
been done with an incubation period of from two to four hours 
but, if required, mixtures may be kept in an efficient humidity 
box for 24 hours or longer, without there being any appreciable 
loss by evaporation or deleterious effect on the reaction. 


Examination of the mixtures for the occurrence of 
flocculation is by low-power dark-ground microscopy. 


A hanging-drop preparation is made from each tube in turn 
by transferring a small drop to a coverslip with a platinum 
loop. The same slide with a fairly thick ring of ‘ Plasticine 
will serve for the entire series of examinations of an experi- 
ment. With living virus antigens careful manipulation is 
called for, and each coverslip after inspection is removed with 
forceps and dropped into a jar of disinfectant. If periodic 
examinations are needed to study the course of the reaction, 
several hanging-drop preparations can be made from the 
0-04 ml. volume of mixture available. The drops are viewed 
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Brunhilde type-1 antigen with : 


(aA) Brunhilde antiserum at | in 20 final dilution. 
(B) - - lin 40 ,, - 


with a */, inch objective and a low-power dry dark-ground 
condenser. Any ocular will serve, but one of fairly high power 
(e.g., 15) is an advantage. 
Microscopie Appearances 

Typical microscopic appearances are shown in the 
photographic record of an actual serum titration (see 
figure). The antigens themselves when examined by dark- 
ground microscopy are seen to be finely particulate. The 
amount of light scattering depends on the intensity of 
illumination ; but the particles are only just on the 
verge of resolution, are fairly uniform in size, and are 
evenly distributed through the hanging drop. This is 
therefore the appearance with mixtures in which no floceu- 
lation reaction has occurred. A good positive reaction 
presents a very striking appearance and requires merely 
a glance for its detection. The floccules consist of lattices 
of varying size, formed by the aggregation of very small 
particles. The speed of their formation and the average 
size depend upon the same factors as determine the 
degree of flocculation in titrations by the macroscopic 
tube method—namely, strength of the antigen, dilution 
of antiserum, and period of incubation. The absence of 
convection currents, which ensure efficient continuous 
mixing in the macroscopic method, probably accounts 
for the fact that floccules remain within a range of micro- 
scopic sizes. As the end-point of a serum-titration series 
is approached aggregates become progressively smaller ; 
so that an attempt to read to too fine an end-point may 
introduce an element of uncertainty. For this reason in 
our experiments we have recorded a positive reaction only 
when obvious flocculation permitted no trace of doubt. 

Lack of sufficient quantities of antigens has prevented 
careful comparative tests of the relative sensitivities 


CHESS-BOARD TITRATION OF BRUNHILDE REAGENTS 


rABLE I 
BY MICRO-TECHNIQUE 
Serum dilutions 
Antigen 
dilutions 
1/20 1/20 1/40 1/80 1/160 
1/1 
1/2 
1/4 
18 


Nunaiber of signs indicates degree of flocculation. Reading 


after 6 hours’ incubation. 
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c D 


Photomicrographs of poliomyelitis flocculation reactions. 


(c) Brunhilde antiserum at 1 in 80 final dilution. 
(Dp) Control mixture of antigen with type-3 Leon anti- 
serum. 


of the macroscopic and microscopic techniques. The 
macroscopic method is almost certainly the more sensi- 
tive, partly because fine end-point determination is 
much less subjective; but the results of a chess-board 
titration of Brunhilde reagents given in table 1 show that 
the micro-method is sufficiently sensitive for titrations of 
either antisera or antigens. Table 1 also illustrates the 
fact that the phenomenon of inhibition by excess of 
either reagent, noted in our previous paper, may occur 
with the micro-method. 
Specificity of the Reaction 

In many experiments control mixtures of antigens 
with various heterologous sera have been included. These 
have never shown flocculation. However, to establish 
beyond doubt the type-specificity of the micro-floccula- 
tion reaction, the experiment recorded in table 1 was 


TABLE II-—~-TYPE-SPECIFICITY OF THE MICRO FLOCCULATION 
REACTION 
Brunhilde Y-SK serum Leon serum 
serum 
Anti- 
gens © siciscic = — co iSie sicsic 
— nN - x a nan _~ >) p4 —- Nn = @ 
os =al|lmlia| ow = “ = i >lea “=~ iniew 
Brun- 
hilde 
Y-SK 


Leon 


done, in which antigens of each of the three types were 
tested against each of the three antisera. 


Current Investigations 


The micro flocculation technique has made it possible 
to begin investigations which previously were deemed 
impracticable because of our limited resources for the 
production of antigens. The most urgent problem out- 
standing is the production of flocculating antigens from 
viruses rendered non-infective so that hoth processing 
manipulations and routine use of the finished products 
may be free from risk. To this end studies of the effects 
of various methods of inactivating the viruses upon their 
flocculating antigens are in progress. The investigation 
is at too early a stage to justify any detailed account of 
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experiments, but already certain tentative conclusions 
ean be drawn. It appears that the Leon strain of type-3 
virus is much more heat-stable than the other two type 
strains in current use—namely, Brunhiide and Y-SK. 
The Leon virus concentrates used as antigens withstand 
heating to 56°C for 30 minutes or 60°C for 15 minutes 
without appreciable effect upon their flocculation 
behaviour, though the heat treatment renders them 
completely non-infective to HeLa cell cultures. Moreover, 
suitable antigen can be prepared by the concentration of 
heat-inactivated virus culture fluids. Large-scale produc- 
tion of Leon antigen would thus seem to present no 
difficulty. Unfortunately similar heat treatment of 
either Brunhilde or Y-SK viruses results in almost 
complete destruction of their flocculability. Whether 
more gentle heat treatment would serve the purpose is 
not yet known, but this would obviously reduce the margin 
of safety. 

Another approach by the use of formalin has given 
encouraging preliminary results. The presence of formalin 
in reaction mixtures at a final concentration of 1 in 4000 
does not interfere with flocculation, and Brunhilde 


antigen treated with formalin 1 in 2000 for 24 hours at: 


37°C retains flocculability without loss of type-specificity. 

Already, therefore, there are indications that a means 
of producing non-infective antigens will be found in the 
near future ; and, when this is achieved, routine uses of 
the reaction can be explored. Numerous other problems 
await investigation in which the micro flocculation 
technique cannot fail to be of value. 


Summary 

A micro-method for poliomyelitis-virus flocculation 
tests is described. It is simple and rapid and requires 
only very small amounts of virus antigens and antisera. 

The sensitivity of the method compares favourably 
with that of the macroscopic tube method. The floccula- 
tion has been shown to be strictly type specific. 

Current investigations made possible by use of the 
micro-technique are briefly discussed. 

Thanks are due to the National Fund for Poliomyelitis 
Research and the Medical Research Council for grants in aid 
of our poliomyelitis researches. Dr. Lee is in receipt of a 
World Health Organisation fellowship. 
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Tue effect of treating chronic pulmonary tuberculosis 
with a combination of isoniazid and p-aminosalicylic 
acid (P.A.s.) was compared with that of treating it with 
pairs of the three drugs isoniazid, streptomycin, and 
P.A.S. in rotation, each pair being administered for 4 
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weeks (Joiner et al. 1954). At the end of 24 weeks’ 
therapy the patients who had received the rotating 
treatment were considerably better both as regards 
sputum conversion and clinically. 

The patients have now been followed for two years, 
and we report here the results over this longer period 
and emphasise once again the importance of long-term 
chemotherapy in treating chronic pulmonary tuberculosis. 


Methods 

Each group originally consisted of 15 patients. So far 
as possible the two groups were similar in all respects ; 
the method of selection has already been reported 
(Joiner et al. 1954). Cases 1-15, who received isoniazid 
250 mg. (50 mg. t.d.s. and 100 mg. nocte) and P.a.s. 
10 g. in divided oral doses daily throughout treatment, 
are called group IP; and cases 16-30, who received the 
rotating treatment, are called group R and were treated 
as follows : 

Weeks 1-4: oral isoniazid 250 mg. daily +intramuscular strepto- 
mycin 1 g. twice weekly. 

Weeks 5-8: oral isoniazid 250 mg. daily +oral P.A.s. 10 g. daily. 

Weeks 9-12: oral P.a.s. 10 g. daily +intramuscular streptomycin 
1 g. twice weekly. 

The cycle was then repeated. 

Three specimens of sputum from each patient were 
examined microscopically every two weeks throughout 
the trial. Treatment was continued for 36 weeks after 
the last positive sputum had been obtained by this 
method. Both a laryngeal swab and the sputum were 
cultured 2 weeks after treatment had been stopped. 
Subsequently microscopy of the sputum was continued 
every 2 weeks, and cultures from a laryngeal swab and 
from sputum were made at 4-week intervals. Treatment 
was re-started if there was a bacteriological relapse. In 
all other respects the assessment of the cases was similar 
to that previously reported (Joiner et al. 1952). 


Results 


Case 1% in group IP and case 18 in group R developed 
sensitivity to one of the drugs administered during the 
early weeks of treatment. Case 25 in group R died of 
streptococcal bronchopneumonia after 6 weeks; the 
sputum, which before treatment had contained 60 bacilli 
per field, showed 3 per hundred fields at the time of 
death. These 3 cases must be excluded from the trial ; 
so group IP consists of 14 cases and group R of 13. 

In group IP 4 patients (cases 4, 7, 11, and 15) were so 
ill after 76, 48, 60, and 60 weeks respectively that they had 
to be admitted to hospital or sanatorium because it was 
considered unethical to treat them as outpatients. They 
were all consistently sputum-positive at the time of 
leaving the trial and must be regarded as failures of 
chemotherapy. 

Case 9 in group IP had cerebral thrombosis at 66 weeks 
and subsequently died. He had been consistently sputum- 
positive for the previous year (table 1) and is classified 
as a failure. 

Case 13 in group IP initially responded to isoniazid 
and P.A.s. but later did not respond to a second course. 
His treatment was changed to ‘ Nupasal—213 ’ (o-hydroxy- 
benzal isonicotinyl hydrazone) and ‘ Therapas’ (calcium 
benzamidosalicylate) in equivalent doses at the 96th 
week. No change in his condition was noted, and he is 
included as having been on the original substances to 
the end of the second year (table 1). 

1 patient in group R died of cor pulmonale after 60 
weeks. He was also consistently sputum-positive and is 
included as a failure. The remaining 21 patients (9 in 
group IP and 12 in group R) were followed throughout 
the entire 2 years. 

Sputum Conversion 


The results of the two groups are shown in table 1.‘ For 
brevity the sputum counts are shown every 4 weeks. 
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Each figure represents the average value obtained from 
the examination of three specimens of sputum collected 
at the time shown and three other specimens obtained 
2 weeks previously. It will be seen that, from time to 
time, some patients could not produce sputum. In all 
the cases cultures of laryngeal swabs and of sputum, 
when available, were made 2 weeks after the end of 
treatment and subsequently at monthly intervals. 

Table 1 compares the successes and failures in the two 
groups determined by sputum conversion. Treatment 
was continued for 36 weeks after the last positive sputum 
was obtained. The difference between the successes and 
failures in the two groups is statistically significant, 
being more than three times the standard error. 


Erythrocyte-sedimentation Rates (Westergren) 

These were determined fortnightly. The mean E.3.R. 
of patients in both groups at 4-week intervals over the 
initial 36 weeks, when all cases were on treatment, is 
shown in table 11. At this time a considerable advantage 
in favour of group R is shown. Mean values for the two 
groups over the whole 2 years are unavailable because 
some cases did not remain in the trial for this period. 
A separate comparison of the £.s.R. in the cases of 
bacteriological successes and failures in the two groups 
at the end of 2 years or at the time of their withdrawal 
from the trial is shown in table rv. The successes in 
group IP have a considerably higher £.s.R. than those in 
group R at the end of 2 years. The trend clearly favours 
rotating therapy. 


Weights 

Table v compares the mean weights of the successes 
and failures in the two groups before treatment, after 
36 weeks, and after 2 years (or at the time of withdrawal 
in the case of certain failures). 

The successes in group IP did not put on any weight 
throughout the trial, whereas the successes in group R 
gained an average of nearly 6 lb. per patient during the 
same period. 
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TABLE II-—RESULTS DETERMINED BY SPUTUM CONVERSION 


R 


Group 





Successes : 
Sputum-negative, patient 
off treatment at 2 years 


4 (cases 1, 2, 5, 


12 (cases 16, 17, 
and 12) 1 


9, 21, 22, 23, 
24, 26, 27, 28, 
29, and 30) 





Sputum-negative, patient 1 (case 3) 0 
still on treatment at 2 
years 
Total 5 12 
Failures : 
Sputum-positive after 2 1 (case 6) 0 


years’ treatment 


Relapsed when off treat- 3 (cases 8, 10, 0 
ment* and 13) 

Withdrawn and admitted 4 (cases4,7,11, 0 
to hospital in view of and 15) 
clinical and _ bacterio- 
logical deterioration 
(minimum 48 weeks’ 
therapy) 

Withdrawn for other 1 (case 9) 1 (case 20) 
medical reasons when 
sputum-positive after ‘ 
minimum of 60 weeks’ 
therapy 

Total ‘s on t 2 1 
* Cases 8 and 13 remained positive on retreatment; case 10 


relapse only confirmed in last week of trial. 


There was a striking difference in the mean initial 
weights between the successes and failures in group IP. 
This will be discussed later. 


Radiology 

Chest films were taken before treatment and at 6- 
week intervals thereafter. An independent radiological 
assessment was made by Dr. M. Simon, of Guy’s Hospital. 
He was not aware of the treatment which individual 
patients had received or of the interval between films. 
A comparison was made between the pre-treatment film 
and either that taken on attaining 36 weeks with a 
negative sputum or, in those patients who did not 
respond, the last film available. Opinion was expressed 


TABLE I-—-SPUTUM COUNTS OF TUBERCLE BACILLI PER FIELD AT FOUR-WEEK INTERVALS 
¢ 
| 
© 
3 Week 
ce 
a 
E 
6 0 4 8 12 16 20 | 24 | 28 | 32 36 40 44 48 | 52 16 60 64 68 72 76 80 84 88/92) 96 100 104 
Group IP: 
128015 0-07 0 0 0 0 0-01 0 0 0 0 0 0 0 0 0) 0 0 0 0 0. 0.0 0 0 0 
2100 0-01 0 0 1 23 (22 |46 0-03) 0-0831 24 6 11 0-01 0 0 0 0 0 0 0:0 ;)0) O 0 0 
3.28020 23 0-06 1 0-01 1 0-06 3 23 0 0 0 0 8 13 30 11 0-01 0 0 0 0 0 0 0 
4300 8 N.S.| N.S.| O N.S.| N.S.| N.8.| N.8.| N.S. | 1 N.S. N.S.) N.S: N.S.| N.S. | N.8.. 7 (18 (26° oe fe estes] « ee . 
5, 4512 1 0-01 9 0-02 5 0 0 0 2 0-3 0 0-01 0-01 0 0 0 0 0 0 ) 0) 0 0 0 0 
624011 0-07 0-05 0 0-02 2 5 1 3 1 O45 3 3 1 6 0020-05 4 0-09 0 3 46 632 1:26 53 
714017 17 4 (38 10 y 4 2 2 38 120 (125°; .. ae ee aa ob ge es on on heel de - e< 
850 0 0 0 0-01 0-01 0 N.S. 0 0 0 0 0 0) 0 +L.s 0 0 0 3 0-1 O01 0 (3-5 1°05 3-5 3°5 
920 #0 0 0 10 5 i235 (10 4 1 1 0-01 8 w8.) 0-9; 6 /18f/ .. - 2% ot Iwas baw ieee fs o< ep 
10 65 0-02) 0 0 0-02 0 0-01 0 0 0 0 0 0 0 0) 0 0 0 0 0 0 0 0:'0 0 0 [+L.8 
11 16057 0-3) 5 s 27 3 60 20 N.S. |70 17 5 N.8. 85 20t J he ai “ah os eo 
12; 22) 0 0 0 0-01 0 0 l 0 0 0 0 0 0 0 0 0) 0 0 0 0 0 0.0.0 0 ) 
13.220 5 0 0 0 0 0 0 0 0 N.S.) 0 [0-01 0-05 0 0-2 O11 0 1 4 2 8 18 4:03 N.s. 7-01 
14 7 0-01) 0 0 0-048 .. ee o< ~e . we <2 re - ee ae. ox we se 
15) 50) 2 0 0 0 0 0 9 3 5 17 11 13 46 2 3° we 
Group R: 
16/260 3 21 0-05 01 0-01) 0 0 0 0 0 0-010-01 0 0 0 0 0 0 0 0 0}/0/:0 10 0 0 
1722013 5 6 1 05/10 0 0 0 0 0 0 0-01 0 0 0 0 0 0 0 0 0) 0 0 0 0 
18 35 6 2 5 ‘ ep jie + 7. - c. an - os ae as - - ee _ os Lewd we tee [08 ae oe 
19 9031 s 9 6 0-03: 0-01 0-01 0 0 0 0-5 0-02 0-03 0 0 0 0 0 0 0 0 + 0) 0 0 0 0 
20° 70 2 1 10 0-08 0-07 0 0-08 01.13 1 24 (28 (53 (50 | 244 oe - ee — cw fos i de Las bone 4 = 
2116017 6 0-01 0-1 0-06 0-04 0 0 0 0 0 0 0 0 0) Oo 0 0 0 0 0 0:0 0 0 0 
22 18060 9 12 0-05 02/0/01 0 N.S.) N.S. | N.S. | N.S.) N.S.) O 0 0) 0 0 0 0 0 0 0 0.0 0 0 
23 50 0 0-01 0 0O-OL O 0 N.S. 0 N.S. 0 0 0 0) 0 0 0 0 0 0 0 0;0;0/0 0 0 
24° 65 5 § 0-1 O88 O-OL OL O3 0-04 0-03 0-03 0-01 0 0-2 0-01 0-03 0-01 0 0 0 0 0 0 0 0 0 0) 
25 60 0-036 ; ‘ . - ; vy? - e we = ee os ae an — -* es 6« oe Bee bce doe Dees 20 ee 
26 2712 0 0 0 0 0 0-01 0 0 0 0 0 0 0 0 0) 0 0 0 0 0 0:00 0 0 
27) 2595 5 1 0-2 O11 0 0 0 0 0 0 0 0 0} 0 0 0 0 0 0 0 0.0.0 0 0 
28 12) 3 0 0-02 0 0 0 0 0 0 0 0 0) 0 0 0 0 0 -0 0 0 0 0 0 0 0 0 
29 6 0 N.S.) N.8.| O N.S.' N.S.| O 0 N.8.] 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
30 7 001 O 0 0 0 0 N.S.| N.S.) 0 0) 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
L.8., positive laryngeal swab. + Fatal cerebral thrombosis. { Died of heart-failure. 
- t Admitted to hospital. { Beginning of retreatment. 
N.S., no sputum. § Sensitive to P.a.s. (excluded). | End of treatment. 


* Admitted to sanatorium. 


Sensitive to isoniazid (excluded). 


® Died of bronchopneumonia (excluded). 
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TABLE ITI—MEAN E.S.R. VALUES (WESTERGREN) (MM. IN IST HR.) 
AT 4-WEEK INTERVALS DURING FIRST 36 WEEKS’ TREATMENT 


Week 
Group 


IP 39 34 27 26 33 32 3 


about whether extension or regression had taken place 
and, if so, to what degree (considerable, moderate, or 
slight). The results are shown in table v1. 

It will be seen that all cases in group R, including the 
single failure (case 20), achieved some improvement. In 
group IP 4 successes (cases 2, 3, 5, and 12) and 3 of the 9 
failures (cases 6, 7, and 10) showed improvement. 3 
patients, however, showed extension (cases 4, 8, and 11) : 
case 8 achieved 36 weeks with a negative sputum but 
relapsed within 4 weeks of the end of treatment; and 
cases 4 and 11 were known to harbour resistant bacilli. 


In the remaining four IP patients (cases 1, 9, 13, and 15) 


no radiological change was observed. 
This analysis shows that radiological improvement 
took place with prolonged rotating therapy even in these 


TABLE IV—MEAN E.S.R. VALUES (WESTERGREN) INITIALLY, 
AT 36 WEEKS, AND AT 2 YEARS OR THE TIME OF WITHDRAWAL 


= Initially 36 wks. 2 yr. 
Group IP: 
Successes (5 cases) on 40 28 33 
Failures (9 cases). . net 38 32 44° 
Group R: 
Successes (12 cases) oe 34 il 14 
Failure (1 case) .. eo 14 12 5* 


* Or at time of withdrawal from trial. 
unpromising subjects and was less common with 
isoniazid and P.A.Ss. 

Discussion 


It is clear that the patients in group R fared better 
than those in group IP. One reason for failure to respond 
to treatment seems to be the development of resistance 
by the organisms to the chemotherapeutic agents. That 
this was so is shown by table vu. Before treatment 
was begun, the bacilli obtained from the sputum of all 
the patients were sensitive to 1 ug. or less per ml. of the 
drugs they were to receive. Table vir shows the degree 
of resistance attained by the organisms from the sputum- 
positive failures at some time during the later weeks of 
therapy. In all but 1 patient (case 27) the organisms 
isolated were highly resistant to one or more of the drugs 
used. In this patient the organisms cultured at the 82nd 
week were sensitive to both the drugs he was receiving, 
although his sputum remained positive until the end of 
the trial. 

Among the successes case 3 in group IP is worthy of 
comment. This patient had consistently positive sputum 
for the first 36 weeks of treatment. He then became 
negative for 16 weeks, only to relapse while still on 





TABLE V—MEAN WEIGHTS INITIALLY, AT 36 WEEKS, AND 
AT 2 YEARS OR AT TIME OF WITHDRAWAL 
Weight (Ib. oz.) 
Initially 36 wks. 2 yr. 

Group IP: 

Successes (5 cases) 116 11 116 13 116 13 

Failures (9 cases). . 140 12 139 13 136 15 
Group R: 

Successes (12 cases) 122 12 126 8 128 6 

Failure (1 cage) .. 107 4 109 12 115 o* 


* Not relevant ; increase in weight due to cardiac cedema. 


treatment, and from the 56th to 76th week he remained 
strongly positive. During this time sensitivity tests 
showed that the organisms had become resistant to both 
isoniazid and P.a.s. Nevertheless from the 80th to the 
104th week he was consistently sputum-negative and is 
included as a success. 

It was of course impossible to make sensitivity tests 
in the other successful cases which were sputum-negative 
at this period of the trial. 

Before assuming that the difference in progress between 
the two groups was due to an inferiority in the IP 
regimen compared with rotating therapy, any possible 


TABLE VI-—-RADIOLOGICAL CHANGES: COMPARISON OF THE 
PRETREATMENT FILM WITH EITHER FIRST FILM AFTER END 
OF TREATMENT OR LAST AVAILABLE FILM 








Group a | Im- | A | B/C Un- _ iWorse| A | B| C 
oases! proved changed . ? 
R | 13 13 | 2 | 7 | 4 0 0 
IP 14 | 7 ae | 3 4 3 0 1 2 
} 
A, considerable. B, moderate. C, slight. 


differences between the groups before the start of treat- 


ment must be examined. Two possibilities must be 


considered. The first lies in the difference in initial 
weights between the successes and failures in group IP, 
and the second in the previous chemotherapy which these 
patients had received. 


Possible Effect of Weight on Response to Chemotherapy 
Table v shows that in group IP the mean initial weight 
of the successes was 116 Ib. 11 oz. and that of the failures 
140 lb. 12 oz. The individual weights of the 5 successes 
to the nearest Ib. were 131, 123, 117, 110, and 102, 
whereas those of the 9 failures were 180, 154, 146, 139, 
138, 138, 130, 125, and 115. The lighter patients appeared 
to do better. The mean weight of the 13 patients in 


TABLE VII—SENSITIVITY STUDIES IN ‘“ FAILED’’ CASES 
SHOWING DEGEEES OF RESISTANCE (ug. per ml.) BY VARIOUS 
METHODS 




















| | 
- z Indirect tests 
2 8 | & | Direct testa 
Eg | x | | Solid Tube | Requtant 
"iste 
weED fg | s I Pis/itr P s I 
R | 20/62] 10] 10 1)>10/>10, 10 1 1\1+P +8 
IP| 4° 76 | 10 |>10 |>10) 10. >10>10' 0-1) 10| r+P +s 
6/82] 1}>10] 10) 10;>10) 10) 1-0! 10| 1+P 
7*| 52 |>10 |>10 |>10)>10,>10,>10, 10 | 10) 1+P +8 
11*| 52 | 10| 10] 10) 10)>10/>10) 1) 10\1+P+8 
15*| 52} 10|}>10/}>10;) 10|)>10)>10) 1 10 1+P+8 
9t, 58 | O-1) O-1/>10) 1) O1/>10 1) 1) P 
8/82] 10 o| 0-1} 10) 0:1 0-1 1) Ol) 8 
13 | 98 | 10 | 10) 1\>10| 10 1) 10\ 14+P 
/10 104 | Notdone |>10/>10/>10 10 >10) 1+P +8 
} } 
8, streptomycin. 1, isoniazid. P, P.A.8. 


* Patients transferred to sanatorium. 
+t Patients withdrawn from test. 


group R was 122 lb., which approximates more closely 
to that of the mean of the IP successes (116 lb.) than 
to the IP failures (140 Ib.). This discrepancy cannot be 
ignored. A possible explanation of the different response 
between the heavy and light IP patients might be that 
the former would naturally attain smaller tissue concen- 
trations of the drugs. If this was so, an IP regimen 
containing a larger amount of isoniazid might prove to 
be more effective in this type of chronic case; but it 
should be noted that the dosage of isoniazid used in this 
trial was larger than that recommended by many 
authorities. 

In retrospect it is perhaps unfortunate that group R 
had a considerably lighter mean initial weight than had 
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TABLE VIII MONTHS OF PREVIOUS CHEMOTHERAPY 
Treatment- 
_— free period 
Group me s I P S+P S41 1+P '14+8+P before start 
? of trial 
(mos.) 
IP : 
Successes 1 15 . P — 9 
2 1-0 ‘ 36 
3.0 : ~ 6 . 8 
5 3-0 ° ee 3 
12 3:5 14 
(Mean 14:0) 
Failures 
1-0 3 
6 3-0 +] 
7 ° 11-0 < ~s 10 
Dies . 10 ee os os 9 
9 . 3 1-0 48 
10 /|.. 3-0 9 
11 3 ‘ 24 
13 1-0 12 
15 3 i8 
(Mean 19-1) 
R: 
Successes 16 . ‘ 5 P — No drugs 
17 . 5 " oi — 9-5 
19 9 3 a oe ° os oe 9 
21 20 as 10 
22 es 3 . 10 
23 1-0 e« on ° 6 
24 1 7 6-0 ea a 16 
26 3-0 pi ‘ we 6 
27 No drugs 
28 |. ee 6 7 . ea ‘ 30 
20 . “s on ne 1 ee e° 6 
30 10 3 3 
(Mean 10-5) 
Failure 
SO i.«. . 2 “4 oe 6 1 15 


8, streptomycin. 1, isoniazid. P, P.A.8. 
group IP. ‘This was because previous loss of weight 
and not the patient’s actual weight was taken as one of 
the several factors in pairing the cases. Nevertheless 
3 patients in group R weighed more than 150 lb. at the 
start of treatment, and all responded well, the only 


failure (107 lb.) being among the lighter cases. 


Possible Effect of Previous Chemotherapy 

As stated above, the tubercle bacilli from all the 
patients at the beginning of the trial were sensitive to the 
drugs they were to receive. It was suggested by Mitchell 
(1954), after our previous paper (Joiner et al. 1954), that 
the variation in response between the IP and R groups 
might be due to differences in previous chemotherapy. 
To establish whether or not this was an important 
factor, a record of the previous drugs each patient had 
received is shown in table vim, which was prepared from 
the patients’ own statements and an examination of old 
chest-clinic and hospital records. In accordance with the 
rule laid down in the M.R.C. trials (Medical Research 
Council 1952) no patient was included in the trial who 
had received any chemotherapy within the previous 3 
months. From table vi it appears that the length of 
time the patient had been off treatment before the trial 
was started had no bearing on his response to therapy. 
In fact the failures in group IP had been off treatment for 
a mean period of 19-1 months and the successes only 14 
months. Apart from the 2 successes in group R who had 
not received previous chemotherapy (cases 16 and 27), 
the mean period for the remainder of the successes in this 
group was 10-5 months, whereas the single failure had had 
15 months without chemotherapy before the start of the 
trial. 

The previous therapy, however, is of considerable 
interest. We consider a patient to have received a 
significant quantity of a drug previously if he had had 
2 months’ treatment with the drug alone or 4 months’ 
treatment with it in combination with another drug. 

No comparisons between the groups can be made as 
regards previous treatment with streptomycin, because 
group IP did not receive this drug. 3 patients in group R 
who had received significant amounts of streptomycin 
previously (cases 17, 19, and 24) were all successes. 
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Since only 3 patients—1 success in group IP (case 3) 
and 1 success (case 19) and 1 failure (case 20) in group R 
—had received isoniazid in significant amounts before 
the present trial, no conclusions can be drawn about 
the effect of its previous administration. 

7 of 14 patients in group IP (cases 3, 4, 7, 8, 9, 11, and 
15) and 5 of 13 in group R (cases 17, 20, 24, 28, and 30) 
had received significant quantities of p.A.s. before the 
present trial. Of these 7 IP patients only 1 was a success 
(case 3), and he has not yet reached 36 weeks with 
negative sputum. There were, however, 4 successes among 
the 7 IP patients who had not received significant 
quantities of p.a.s. previously (cases 1, 2, 5, and 12). In 
group R 4 successes out of 5 patients were obtained 
after significant quantities of P.a.s. (cases 17, 24, 28, 
and 30) had been given previously, and all 8 patients 
who had previously not had significant amounts of P.A.s. 
responded. 

Though the numbers are too small to claim any 
statistical significance, it seems possible that the previous 
administration of P.a.s., even several years before, may 
be an important factor in the relative failure of group IP, 
and perhaps any patient who has at any time received 
significant amounts of P.A.s. in the past should not be 
treated solely with a combination of isoniazid and P.a.s. 
The efficiency of treatment with the isoniazid-p.a.s. 
combination in the more acute types of tuberculosis 
cannot be deduced from this paper, such cases not being 
included in the present trial. 

Most patients with chronic pulmonary tuberculosis 
have been previously treated with pP.a.s. either alone or 
in combination. It therefore seems wise to avoid the 
isoniazid-P.a.s. combination for the routine treatment 
of this type of case, and to rely on a triple-drug regimen 
of the rotating type described above. 

We have already emphasised (Carroll et al. 1955) the 
need for long-term therapy, and this is fully borne out 
in the present trial. Table 1 shows that many successful 
cases had been a year on treatment before consistently 
negative sputa were obtained. In 2 cases in group IP 
(cases 2 and 3) strongly positive sputa were found at or 
after 52 weeks’ treatment, but both subsequently became 
negative. In most of the successful cases, however, 
improvement in the sputum count is seen by the end of 
26 weeks, and a consistently and strongly positive 
sputum at this time would lead us to conclude that 
sputum conversion at a later date was unlikely, especially 
if the patient was deteriorating clinically. 

We have reported previously the results of 26 weeks’ 
treatment with rotating therapy, the simultaneous 
administration of streptomycin, P.A.s., and isoniazid 
throughout, and various combinations of streptomycin 
and isoniazid (Joiner et al. 1953). Though a high per- 
centage of sputum conversion was attained, the relapse- 
rate within 3 months of stopping therapy was about 
75%, which compares most unfavourably with the 
results described here. We therefore wish to emphasise 
that, however successful the early results of chemo- 
therapy may seem, it is essential to continue treatment 
in patients with chronic pulmonary tuberculosis for at 
least 9 months after the sputum has been converted. 
Many patients should be kept on treatment for 2 years 
or more, and short courses of 3 or 6 months not only are 
useless but also may adversely affect further treatment 
later. A similar view has been expressed by Hoyle et al. 
(1955). 

It must be emphasised that these are the results at 
the end of 2 years. It remains to be seen whether this 
satisfactory state will continue for longer periods. 


Summary 
Rotating therapy, when pairs of the three drugs 
isonazid (250 mg. daily), p-aminosalicylic acid (10 g. 
daily), and streptomycin (1 g. twice weekly) are given in 
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rotation for 4- week periods, is ‘highly satisfactory in 
chronic pulmonary tuberculosis. 

Continuous treatment with isoniazid and P.a.s. in 
similar dosage is significantly less efficient. 

Previous treatment with pP.A.s., even if given in rela- 
tively small amounts and many years before, may 
explain the relative failure of the isonazid-P.a.s. regimen. 

Chemotherapy should be continued for at least a year 
and often longer if worthwhile results are to be achieved 
in the chronic fibrocaseous type of pulmonary tuber- 
culosis. 

No conclusions are drawn about the efficiency of the 
isoniazid-P.a.s. combination in more acute pulmonary 
tuberculosis. 
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In January, 1952, we reported 12 cases of duodenal 
ulcer recently treated by surgical removal of the ulcer 
with conservative gastroduodenal resection (‘‘ antroduo- 
denectomy ’’) followed by X-irradiation of the remaining 
portion of stomach to reduce the secretion of acid and 
pepsin and so to lessen the risk of recurrent ulcer (Brown 
et al. 1952). We adopted this procedure because we 
considered that the results of treatment of duodenal 
ulcer by subtotal gastrectomy with gastrojejunostomy 
were far from satisfactory, many patients suffering from 
recurrent dyspepsia, biliary regurgitation, and loss of 
weight and strength. 

We give here an interim report on 142 patients sub- 
jected to antroduodenectomy, especially 52 who were 
also given X-irradiation and followed for 12-50 months 
(average 31). 

A control series of 48 patients not submitted to 
X-irradiation were observed for 12-40 months (average 
25). 

Technique 
Operation 

Antroduodenectomy is a conservative  Billroth-1 
operation allowing a liberal portion of stomach to remain 
and maintaining the natural channel for food through 
the duodenum (Brown 1953, Brown and Wood 1955). 
Moreover removal of the antrum lessens the tendency to 
recurrent ulcer. 

Fine catgut is now used for the mucosal layer because, 
in our early cases, interrupted silk-thre«d sutures, which 
were used for the mucosa, were found by gastroscopy to 
have remained in situ for a year or more in several 


* Working with the aid of a grant from the National Health 
and Medical Research Council of Australia. 
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patients ond were considered to have couned some ot the 
recurrent ulcers. 
X-irradiation 

Our technique of X-irradiation and its effect on the 
gastric secretion and the structure of the gastric mucosa 
have been described elsewhere (Funder and Weiden 1952, 
Scott et al. 1953, Brown and Wood 1955, Joske et al. 
1955). It was administered two months after operation, 
a total gastric tissue dose of 2000r being given in three 
weeks after careful location of the stomach by barium- 
meal examination. The irradiation usually caused little 
or no discomfort. Antacid powder was given between 
the operation and the end of the irradiation to control acid 
secretion ; a similar course was given to the controls. 


Selection of Cases 


Of the 142 patients with duodenal ulcer 110 were males 
and 32 females, and they were selected for operation in 
accordance with the accepted indications for surgical 
treatment as follows: pain (55 cases); pain and hemor- 
rhage (43); pain and obstruction (37); pain, hsemor- 
rhage, and obstruction (6); and obstruction (1). X-ray 
examination by barium meal indicated an ulcer in 113 
cases. 

Operative Findings 


The ulcer was usually located with ease by careful 
inspection and palpation. If there was any doubt, the 
anterior wall of the duodenum was opened to enable 
direct inspection of the posterior surface—the commonest 
site for an ulcer. Subsequent examination of 94 resected 
specimens revealed that the ulcer had penetrated the 
duodenal wall in 18% ; the proximal edge of the ulcer 
crater was 1 cm. or less from the pylorus in 79%; and 
the crater was less than 2 em. in its greatest diameter in 
86% (the largest 4-2 cm., average 1-2 cm.). Multiple 
ulcers were present in 30%, the majority being ‘‘ kissing 
ulcers.’ 

. Immediate Postoperative Results 


Most of the 142 patients subjected to antroduodenec- 
tomy and end-to-end anastomosis withstood the operation 
remarkably well, the Ryle’s stomach-tube being removed 
after 2-5 days (average 4), and the patient sitting out of 
bed on the 3rd or 4th day, walking around the ward by 
the end of the week, being fit to be discharged home at 
the end of 2 weeks (average 15 days), and returning to 
work after 6-8 weeks (average 7). However, there were 3 
fatalities (2-1%) : 

CasE 1.—Male, aged 73; very large ulcer penetrating pan- 
creas ; leak at anastomosis and subsequent fatal hemorrhage 
in the tenth week. 

CasE 2.—Male, aged 60; large ulcer, distally placed, pene- 
trating pancreas ; common bile-duct cut but not observed at 
operation ; fatal choleperitoneum. 

CasE 3.—Male, aged 43; large distally placed ulcer pene- 
trating pancreas; fatal necrosing pancreatitis, possibly due 
to ligation of accessory pancreatic duct. 


2 patients had prolonged hold-up at the site of anasto- 
mosis and were successfully treated by gastro-enteros- 
tomy on the 15th and 18th days. 1 patient, who had an 
emergency antroduodenectomy for severe and persistent 
hemorrhage from a chronic duodenal ulcer, developed 
widespread bronchopneumonia but recovered. A man, 
aged 84, with acute severe hemorrhage from a large ulcer 
penetrating the pancreas, had damage to the common 
bile-duct during a hurried operation, but it was recognised 
and successfully repaired. 


Follow-up 
The 139 patients were followed up for up to 50 months. 
100 of them were followed for 12 months or more, and it 
is this longer-range group which is now described and 
discussed. 
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followed up for 12-50 hs. Most pati gained weight, irrespec- 

tive of whether they had r ived X-irr diati 

The progress of these 100 patients was ‘‘ very good ”’ 
in 83, ‘‘ moderately good” in 5, and ‘“‘ poor,’’ with 


definite signs of recurrent ulcer, in 12. 

Those classified as ‘‘ very good ’’ (83%) ate full meals 
without discomfort. They had no dyspepsia, were 
physically strong, continued at their work, and showed 
a most satisfactory state of nutrition. Particular signifi- 
cance was paid to their gain in weight (see figure). It 
was most gratifying to interview patients in this ‘‘ satis- 
factory’? group; they were most appreciative of the 
result of their operation. 

The 5 patients classed as ‘‘ moderately good’’ had 
occasional attacks of epigastric discomfort with impaired 
appetite and perhaps temporary loss of weight; but 
they were greatly improved compared with their pre- 
operative state and continued their previous occupation. 

The 12 patients who developed signs of recurrent ulcer 
had frank pain suggesting ulceration or had either hema- 
temesis or melena. A barium meal was of value in 
detecting the recurrent ulcer, but gastroscopy was not 
helpful (Davis 1955). Table 1 shows the findings, treat- 
ment, and results in this group. It will be noted that in 
8 patients subtotal gastrectomy with gastrojejunostomy 
(Polya) was required to alleviate their symptoms, and 
that 1 of these patients had a recurrence of ulceration 
at the site of the new suture line; the remaining 7 pro- 
gressed moderately well, some being unable to take full 
meals or occasionally regurgitating bile. 
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Of the 100 patients followed up for 12-50 months after 
antroduodenectomy 18 had unrelated disease producing 
various degrees of acute or chronic ill health, and in 6 
patients this eventually proved fatal. 5 of these came to 
necropsy and showed satisfactory healing of the anas- 
tomosis, with no ulceration in the stomach or duodenum. 


Value of X-irradiation 

Of the 100 patients followed up for 12-50 months 52 
had antroduodenectomy and X-irradiation, and 48 
antroduodenectomy only (table 1). Although the numbers 
are as yet small and the average times of follow-up 
differ (31 and 25 months), the results, set out in table n, 
suggest that the X-irradiation did not reduce the incidence 
of recurrent ulceration. However, it may well have 
delayed the onset of symptoms, the average time of onset 
being 25 months after operation in the irradiated group 
and 12 months after operation in the non-irradiated. 

Serial histamine test-meals, given to some patients 
from both groups, revealed that most patients in the 
irradiated group had much less gastric agid, some being 
rendered achlorhydric. Usually there was a return of acid 
in 12-18 months after irradiation, but high levels were 
seldom reached. In the non-irradiated group there was 
considerable variation, but there was a greater proportion 


TABLE II—RESULTS IN 100 CASES FOLLOWED FOR 12—50 MONTHS 
AFTER ANTRODUODENECTOMY FOR DUODENAL ULCER 


No 
X-irradia- 
tion 


Received 
X-irradia- 
tion 


—$—_—__—8_____ _ 


Average age (yr.) 
Average duration of follow- up (mos. j 
Very good result (no. of cases) 
Moderately good result (no. of case s) 
Poor result with definite recurrent ulcer (no. 
of cases) : 
Symptoms minor .. 
Sy mptoms major .. 


Gs bo or | 
onto 


5 


48 


Total .. 


of cases in the intermediate and higher range of acid 
levels. 
Discussion 

When antroduodenectomy with X-irradiation was 
introduced by us in 1951 for duodenal ulcer with severe 
symptoms requiring surgical aid, we hoped that the 
operation would have minimal risk, that the patients 
would derive benefit from retaining both a liberal amount 
of stomach and a natural pathway for the food through 
the duodenum, and that X-irradiation and removal of the 
antrum would minimise the tendency to recurrent 
ulceration. 

Of 52 patients treated in this way and now followed for 
12-50 months 46 made excellent progress. However, the 


TABLE I—RECURRENT ULCERATION AFTER ANTRODUODENECTOMY 


Symptoms 


Months 
Age Site of between 
Case no. Sex 4 Months recurrent Treatment Ist and tesult 
ee after Nature and ulcer 2nd 
antroduo- severity operations 
denectomy 
Irradiated 
4 M 66 39 Meleena ? Transfusion Relieved 
5 F jl 33 Meleena ? Transfusion Relieved 
6 M 53 7 Pain A Polya 14 Relieved 
7 M 34 29 Pain A Polya 39 Relieved 
8 M 60 16 Melzena A Polya 27 Relieved 
” F 55 26 Pain PA Medical ‘ Relieved 
Not irradiated : 
10 M $8 15 Melrena ? Irradiation des Relieved 
11 M jl 24 Pain ? Polya 37 Relieved 
12 M 52 12 Pain A Polya 19 Relieved 
13 k 33 7 Acute perfoc ration PA Oversewing, irradiation 7 Relieved 
i4 M 43 3 Pain A Polya 8 Further anastomotic 
ulcer 
15 M 35 19 Pain A Polya 9 Relieved 
A, anastomotic. PA, pre-anastomotic. 
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remaining 6 developed recurrent ulceration, the symptoms 
in 2 being of minor degree, and 3 requiring subtotal 
gastrectomy with gastrojejunostomy. 

Moreover in a somewhat comparable series of 48 patients 
subjected to antroduodenectomy but not to X-irradiation 
there were 6 recurrences, 1 of minor degree and 5 requiring 
subtotal gastrectomy (1 subsequently developed a further 
anastomotic ulcer). 

This over-all recurrence-rate of 12% is too high and 
raises the question whether this method of treatment 
should be abandoned or improvements can be made to 
reduce or even to eliminate recurrent ulceration. We are 
encouraged to continue by the excellent result in patients 
classified as ‘‘ very good ’’ (83%). 

A careful study of the method of selection of suitable 
cases, of the operative technique, and of the immediate 
and remote postoperative management leads us to believe 
that more satisfactory results can be obtained. Since 
most of the recurrent ulcers appear on the suture line, 
every endeavour should be made to procure healing 
of the suture line by first intention. Some weeks’ pre- 


operative medical treatment in hospital before operation. 


will allow subsidence of the inflammatory reaction 
around the ulcer; large ulcers or ulcers distally placed 
should not be treated by this method ; the section of the 
duodenum should be made sufficiently distal to the ulcer 
to allow optimal healing of the suture line; and fine 
interrupted catgut should be used for the mucosal 
sutures. Recent operations done with strict attention 
to these principles are giving most encouraging results, 
but time must elapse before a significant assessment can 
be made. 

As regards the value of X-irradiation given to reduce 
the secretion of acid and pepsin, results in the two series 
(52 cases receiving irradiation and 48 not, followed up 
for 12-50 months) do not indicate that irradiation lowers 
the incidence of recurrent ulceration although it appears 
to have a delaying action. It has the disadvantage of 
prolonging the active treatment and perhaps causing 
some concern regarding distant ill effects of irradiation, 
although none has been observed in this series. In this 
regard we have been interested in the report of Maloney 
(1954), who has treated duodenal ulcer with a limited 
Billroth-1 operation combined with vagotomy, and we 
look forward to hearing of his long-term results. 


Summary 

In 1951 the combination of antroduodenectomy with 
end-to-end anastomosis followed by X-irradiation was 
introduced by our unit for severe duodenal ulcer. 

142 patients were operated on, and there were 3 imme- 
diate postoperative deaths (all in patients with either a 
large or a distally placed ulcer). 

Of the remaining 139 patients 100 were followed for 
12-50 months. 52 were subjected to antroduodenectomy 
and X-irradiation, and a control series of 48 had antro- 
duodenectomy but no irradiation. In the irradiated 
group the progress was ‘‘ very good ’’ in 46, and “‘ poor,”’ 
with recurrent ulcer, in 6 (symptoms minor in 2). In the 
non-irradiated group the progress was ‘‘ very good ”’ in 
37, ‘‘ moderately good ”’ in 5, and ‘‘ poor,”’ with recurrent 
ulceration, in 6 (symptoms minor in 1). Thus X-irradia- 
tion appeared to have no significant effect in reducing the 
recurrence-rate. However, there was some evidence that 
it delayed the onset of symptoms. 

In view of the recurrence-rate of 12% this method of 
treatment should be either abandoned or modified to 
lessen the recurrences. The excellent results in the patients 
whose progress was classified as ‘“‘ very good’ (83%) 
encourage us to continue with improved methods. 

We are deeply grateful to our colleagues in the Royal 
Melbourne Hospital and to the members of the Clinical 
Research Unit for their most generous help and guidance with 


this study. 
References at foot of next column 
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THE SPINAL CORD LESION IN 
SPINA BIFIDA CYSTICA 


A. H. CAMERON * 
M.D. Durh. 
LECTURER IN PATHOLOGY IN THE UNIVERSITY OF SHEFFIELD 


From the Department of Morbid Anatomy, The Hospital For 
Sick Children, Great Ormond Street, London, and the 
Department of Pathology, University of Sheffield 


THERE is great confusion among clinicians and patho- 
logists about the various types of spina bifida. To a 
great extent this is simply due to differences in nomen- 
clature. In this paper four main groups are recognised : 


(1) Spina bifida occulta.—There is a localised gap in one 
or more of the vertebral arches but the spinal cord and 
meninges remain entirely within the vertebral canal. The 
cord may be normal or it may exhibit some malformation or 
‘** myelodysplasia ’’ (Lichtenstein 1940, 1942). For example, 
it may extend more caudally than usual, it may be duplicated 
(diastematomyelia), or the central canal may be dilated 
(hydromyelia). These anatomical abnormalities of the cord 
may associated with corresponding neurological signs. 
The overlying skiti may be normal, or there may be a 
dimple or some hamartomatous feature such as a patch of 


._pigmentation or hairiness or a small lipoma. 


(2) Meningocele.—There is a cystic swelling, formed by 
dura and arachnoid mater, protruding through a defect in 
the vertebral arches. The spinal cord is entirely confined 
to the vertebral canal but, as in spina bifida occulta, may 
exhibit some form of myelodysplasia. 

(3) Meningomyelocele.—There is a cystic swelling like a 
meningocele, but the spinal cord and nerve-roots leave the 
vertebral canal and are closely applied to the wall of the 
sac near its fundus. 

(4) Myelocele.—The spinal cord is exposed to the external 
surface, like the embryological neural plate before formation 
of the neural tube, and presents as a flat, red or yellowish, 
granular plaque in the midline at the fundus or towards 
the cephalic end of the sac. 


These last three types, usually characterised by a 
cystic swelling, may be conveniently grouped together 
as spina bifida cystica as opposed to spina bifida occulta. 


Prevalence 


There is no accurate information available about the 
prevalence of spina bifida as a whole or the relative 
frequency of the different types. Indeed there is no 
agreement on what constitutes a pathological lack of 
fusion of the vertebral arches. Fusion defects of the 
axis, fifth lumbar, and first sacral vertebral arches are 
commonly found radiographically, and these are not 
usually regarded as examples of true spina bifida occulta. 

Various analyses are quoted by Bucy (1948), who 
concludes that spina bifida occulta is present in about 5% 
of the general population. The analysis by Record and 
McKeown (1949) in Birmingham for 1940-47 suggests 
that the more severe forms of spina bifida cystica, fatal 
within the first year of life, occur in about 1-75 per 
1000 live-born infants. This figure ignores the appreci- 
able but unknown number of infants who survive after 
the first year. According to the data provided by the 
same workers, spina bifida is responsible for 2.8% of 





* Present address: Department of Pathology, The Children’s 
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stillbirths, and this figure excludes cases of anencephalus, 
of which about 10% are associated with spina bifida. 
Estimates of the relative frequency of the three main 
types of spina bifida cystica vary considerably. According 
to Penfield and Cone (1932) 
meningomyelocele is the 
commonest (66%), then 
meningocele (25%), with 
myelocele the rarest of the 
three (7%). But most figures 
are unreliable either because 
adequate pathological 
examination has not been 
made or because the mat- 
erial is self-selected. Usually 
it is the less severe cases 
which survive long enough 
to come under the care of 
the specialist physician or 
surgeon. The figures of 
Record and McKeown (1949) 
for Birmingham show that 
the number of babies who 
died in the neonatal period 
with spina bifida was almost 
exactly three times the num- 
ber of infants who died 
after the first month of life. 


Material and Methods 


In the course of an inves- 
tigation into the pathology 
of hydrocephalus I examined 
26 cases of spinal bifida at 
necropsy, and I describe here 
some morbid anatomical fea- 
tures of the spinal lesion. 
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Fig. |\—Central nervous system 
removed at necropsy: 


myelocele, Arnold-Chiari The series includes neonatal 
malformation, and internal death ll infant 
hydrocephalus. eaths as well as infants 


brought to hospital because 
of the associated hydrocephalus. The oldest child was 
aged 21 months and the youngest 7 hours. 

At necropsy the central nervous system was usually 
removed intact (fig. 1) with the spina-bifida sac, the 
vertebral column, and the major part of the skull and 
examined after fixation. The sac was next either care- 
fully dissected or, if it was very contracted and fibrous, 
serial transverse slices were made. Every case was studied 
histologically. 

Observations 

In 23 of the 26 cases it was established that the spinal 

cord entered the cavity of the sac and became incor- 








Fig. 2--Transverse ion of myel 
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le: roof of sac is formed by open neural 
plate ; dura and arachnoid form floor and join subcutaneous tissue at lateral 
margin of sac. (Hamatoxylin and eosin. x 5.) 
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porated in its outer wall and inseparable from it. The 
ventral dura and arachnoid mater forming the floor 
of the sac extended laterally to become fused with the 
subcutaneous connective tissue in the periphery and 
did not participate in the dorsal or external wall (fig. 2). 
The more detailed findings are of great interest when 
correlated with the age of the child at death, although 
there is some overlap in this respect. 


Age 7 Hours to 14 Days (6 Cases) 

The spinal cord formed a thin ribbon of tissue exposed 
on the external surface of the sac in much the same way 
as an unclosed embryological neural plate. Occasionally 
remnants of ependymal epithelium remained on the 
external surface and the central canal of the proximal 
part of the cord could be traced opening on to the surface 
at the cephalic end of the flat neural plate (fig. 3). 

Age 13 Days to 7 Weeks (4 Cases) 

The spinal cord terminated in a similar way, but the 
plate was covered over by a thin layer of fibrogranulation 
tissue. 





? 
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Fig. 3—Myelocele consisting of glial tissue covered by acute inflamma- 
tory exudate. Central canal is lined by ependyma and opens on to 
surface. (Hamatoxylin and eosin. x 70.) 
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Age 7 Weeks to 21 Months (13 Cases) 

The spinal cord terminated in a similar way, but 
the neural plate was covered by fibrous scar tissue and 
an ingrowth of squamous epithelium from the periphery 
of the sac (fig. 4). The epidermis often showed thick 
irregular rete pegs, but skin appendages were absent. 
The neural plate, firmly incorporated in the 
underlying scar tissue, was usually intersected by 
bands of collagenous fibrous tissue and contained 
few recognisable nerve-cells. Small irregular 
spaces, lined by ependymal epithelium, were 
found, and there was a proliferation of astrocytic 
cells and fibres. In 7 of the 13 cases the 
clinical notes indicated that the spinal-cord 
tissue was exposed on the surface of the sac 
at the time of birth. 


Conclusions 


I conclude that in each of these 23 cases the 
basic malformation was a myelocele, and that 
in the older children the exposed surface of the 
neural plate had become covered by scar tissue 
and squamous epithelium. I observed this pro- 
cess in 1 case while the patient was still alive 
(fig. 5). Full pathological examination was 
impossible for various reasons in 3 of the 26 
cases ; in 2 there is good evidence that these also 
were myeloceles : 
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Fig. 4—Myelocele covered externally by scar tissue and squamous 





epithelium. Part of central canal is seen in longitudinal section. 
Underlying pia-arachnoid is thickened and congested. (H oxylin 
and van Gieson. x 47.) 


One was an infant aged 4 days, and the sac was removed 
surgically and discarded. Before operation it was noted that 
‘all the lumbar spines appeared to be bifid, and there was a 
skin deficit, over all the lumbar vertebre.” 

The 2nd infant was aged 11 days, and the sac had “a 
membranous centre.’’ The clinician who obtained the specimen 
noted that ‘‘ the spinal cord was attached to the wall of the 
sac ’’’ before removing the brain and spinal cord, severing 
its attachment to the sac, and leaving the sac behind. 

The 3rd was a girl, aged 8 months in whom the cord and 
nerve-roots were freed from the sac at operation and plastic 
repair was done after returning them to the vertebral canal. 
She died the day after operation, and at necropsy the spinal 
cord was found doubled up inside the vertebral canal and 
surrounded by much fibrous tissue making satisfactory 
examination impossible. 


It follows from these observations that a myelocele 
may present in the neonatal period with a red or yellowish 
granular plaque exposed on the surface (fig.-1) or, after 
this period, as a sac with a somewhat puckered and 
thickened epithe- 
lised scar in the 
midline towards 
the cephalic end 
of the sac (fig. 6). 
Many clinicians 
diagnose exposed 
myeloceles in the 
neonate as ulcer- 
ated meningoceles 
or ulcerated 
meningomyelo- 
celes. In the older 
infants it may be 
difficult to distin- 
guish between the 
three types of 
spina bifida cys- 
tica, but a puck- 
ered sear in the 
situation men- 
tioned must be 
considered as 
strongly suggest- 
ing a myelocele. 

Meningomyelo- 
cele is usually con- 
sidered to be the 





thin 


myelocele : 
wrinkled scar surrounds central granular 
neural plaque. 


Fig. 5—Epithelising 


ORIGINAL ARTICLES 








[yuLY 28, 1956 


17: 


commonest type of spina bifida cystica, and this was 
the usual clinical diagnosis in this particular series. 
Pathological examination, however, established that, 
with the possible exception of the last case mentioned, 
all were myeloceles. This strongly suggests that most, 
if not all, meningomyeloceles are myeloceles which have 
become scarred and epithelised. This conception of 
meningomyelocele may be of practical importance to 
the clinician and simplifies the classification of spina 
bifida. It may also 
be of some help in 
the solution of the 
problem of patho- 
genesis. 

In view of the 
fact that the flat- 
tened plaque of the 
myelocele must have 
been in much the 
same condition dur- 
ing the last eight 
months or so of 
intra-uterine life it 
is of interest to con- 
sider why scarring 
.and = epithelisation 
should take place 
soon after birth. 
Granulation — tissue 
began to cover the 
myelocele at the end 
of the second week, 
and clearly the 
initiation of this 
process must be a 
response tothe 
change from an 
intra-uterine to an 
extrasuterine 
environment. The 
stimulus provided 
by the new environment, as might be expected, appears 
to be infection. Inflammation was observed in the 
myelocele plaque and in the wali of the sac as early as 
five days after birth, despite aseptic and antiseptic 
dressings. Organisms were seen histologically, but 
bacterial culture was not attempted. In the younger 
infants the reaction was acute, with polymorph infiltra- 
tion and exudation and often with capillary thrombosis 
and hemorrhage. Foreign-body giant-cell reactions, 
related to fragments of hair from the periphery of the 
sac, were seen in 3 cases (fig. 7). When epithelisation 





Fig. 6—Completely epithelised myelocele 
with characteristic scarring. 
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Fig. 7—Spinal cord: a transverse section from cephalic end of myelo- 
cele sac showing foreign-body giant-cell systems related to fragments 
of hair. Severe gliosis has interrupted central canal in lower part 
of field. (Haematoxylin and eosin. < 115.) 
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of the sac was established, there was usually severe 
gliosis of the spinal-cord tissue, with collagenous fibrosis 
and a variable degree of lymphocytic infiltration of the 
walls of the sac, including the dura and pia-arachnoid 
ventrally. 

Summary 

Necropsy of 26 spina-bifida sacs showed that the 
myelocele was the commonest type of spina bifida 
cystica. The exposed neural plate of the myelocele 
became scarred and covered by squamous epithelium, 
a process which began at the end of the second week of 
life and appeared to be a response to infection associated 
with the change from an intra-uterine to an extra-uterine 
environment. 

The common form of spina bifida cystica, though 
generally termed meningomyelocele, is really a scarred 
epithelised myelocele. 

Most of the pathological investigation whieh forms the 
basis of this paper was carried out during the tenure of a 
research fellowship at The Hospital for Sick Children, Great 
Ormond Street, London. Some of the material was obtained 
from the Pathology Department of the Royal Victoria 
Infirmary, Newcastle upon Tyne. I wish to express my 
thanks to Dr. Martin Bodian, Prof. J. B. Duguid, and Prof. 
D. H. Collins for their coéperation in the preparation of this 
paper. 


REFERENCES 
Bucy, P. C. (1948) Jn Brennemann’s Hae e of Pediatrics. Hagers- 
town, Mar yland ; vol. iv, chap. 15 


Lichtenstein, B. W. (1940) Arch. Neurol. Psychiat. 44, 792. 
- (1942) Ibid, © 195. 

Pe nfle ld, W., Cone, (1932) J. Amer. med, Ass. 98, 454. 

Record, R. G., towwe, T. (1949) Brit. J. soc. Med. 3, 183. 


ANOTHER CASE OF BRILL-ZINSSER 
DISEASE IN BRITAIN 


MatTrHew STEEL 
M.D. Lond., M.R.C.P. 
PHYSICIAN 


H. S. Lawy 
M.D. Bagdad, L.M.S.8.A., Dip.Bact. 
BACTERIOLOGIST 


GRIMSBY GROUP OF HOSPITALS 


Brill-Zinsser or Brill’s disease (Brill 1898, 1910) is now 
accepted to be a late recrudescence of louse-borne typhus. 
Most of the cases hitherto described were discovered 
among immigrant populations from Russia and eastern 
Europe on the eastern seaboard of the U.S.A. Some 
cases have been described in western Europe since 1950, 
but only 1 case has been reported in Britain (Hawksley 
and Stokes 1950, Felix 1950). 

Hawksley and Stokes described fully the early history 
of the establishment of Brill’s disease as a distinct entity 
within the typhus group. They referred to the early 
confusion of Brill’s disease with endemic typhus until 
Mooser (1928) distinguished the different biological 
characteristics of the rickettsie of murine and of louse- 
borne typhus, and Zinsser (1934), after extensive epi- 
demiological study of 538 cases in New York and Boston 
in thirty years, suggested that it was a late recrudescence 
of classical typhus. Finally, Hawksley and Stokes 
recorded the work of Plotz (1943), who used specific 
murine and louse-borne rickettsial antigens in a comple- 
ment-fixation test and showed that sera from patients 
with Brill’s disease gave the same reaction as those from 
patients with louse-borne typhus. 

Since 1950 several workers have confirmed Zinsser’s 
hypothesis. In the U.S.A. and Canada Murray et al. 


(1950, 1951), by feeding lice, isolated rickettsie from 7 
out of 14 cases of Brill’s disease diagnosed clinically and 
serologically, and showed that these rickettsie were 
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biologically indistinguishable from Ricksettia onan 
Murray also visited Bosnia, where typhus is endemic, 
and studied 25 cases, of which 21 fulfilled the clinical, 
serological, and epidemiological criteria of Brill’s disease 
as seen in the U.S.A. (Murray et al. 1951). 

Murray et al. (1952) made a survey of 519 healthy 
people in the greater Boston area: 272 immigrants from 
an endemic-typhus area, and 247 born in either the 
U.S.A. or Canada. None of the American-born showed 
any serological evidence of previous contact with 
R. prowazeki, even though they were living in close 
contact with the immigrants of whom 51 showed residual 
titres for epidemic typhus antibodies. 

Schaefer et al. (1955) made similar findings in 100 
healthy immigrants and 60 healthy people, born in 
either the U.S.A. or Canada, of comparable age-groups. 

The final proof of Zinsser’s hypothesis required the 
isolation of R. prowazeki from healthy people known to 
have had typhus. This has now been achieved. Price 
(1955) has isolated R. prowazeki from lypph-nodes of 2 
such persons. 


The only views opposing Zinsser’s widely accepted ° 


theory have been put forward by von Bormann (1952, 
1954), whose strongest argument was that 22 of Zinsser’s 
538 cases were in persons born in the U.S.A. This has been 
answered by Murray and Snyder (1953), who point out 
that the diagnostic methods used at that time left room 
for error, particularly because the specific rickettsial 
complement-fixation test was not available. von Bor- 
mann’s remaining arguments are unconvincing, especially 
since R. prowazeki has now been recovered from healthy 
carriers. 

The reason for the present communication is that the 
case reported by Skipper et al. (1954) as possibly one of 
toxoplasmosis resembling typhus now proves to have 
been one of Brill’s disease. It was originally reported 
with some hesitation because the titres found in the dye 
test for toxoplasma antibodies, although they reached a 
figure of above 1 : 256 and remained at that level for four 
weeks, did not show the eightfold rise required by the 
American Committee on Toxoplasmosis (Sabin et al. 
1952). Moreover low-titre antibodies were found in the 
Weil-Felix reaction. The late Dr. Felix, who kindly 
examined the sera, originally considered that the low 
titres obtained, which for four months did not rise or fall, 
did not substantiate the diagnosis of Brill’s disease. 
However, Dr. Vernon Knight, of the Bellevue Hospital, 
New York, on reading the paper, suspected that the case 
was one of Brill’s disease as originally suggested, and 
recommended that specimens of sera should be sent to 
Boston for the rickettsial complement-fixation test. This 
was done, and Dr. Murray was good enough to examine 
the sera, with the results shown in the accompanying 
table. He has no doubt that the case was one of Brill’s 
disease. Dr. Felix and Professor Beattie were consulted 
again and agreed with this conclusion. 


Case-report 


A married Polish woman, aged 48, was admitted to the 
County Infirmary, Louth, on Sept. 26, 1952. A week previously 
she had developed headache, generalised pains in her trunk 
and limbs, sore throat, and fever. Two days before admission 
her condition worsened, and she complained of headache which 
caused her to scream, and epigastric pain. She gave a history 
of contact with typhus during the 1914-18 war but, so far as 
she knew, did not get typhus. She had had “ scarlet fever ”’ in 
childhood, and symptoms of acute nephritis in 1932. She left 
Poland in 1939 and went to Russia for two years and then to 
North Africa, where she had malaria and amecebic dysentery in 
1944. She came to England in 1948 and remained well until 
the present illness. 

On admission her temperature was 101°F, pulse-rate 140, 
and respirations 28 a minute. She was delirious and uncoépera- 
tive, plucking at the bed-clothes and scratching herself. Her 
face was flushed, and she had herpes on her lips and a fine 
maculo-papular rash on her trunk and limbs. Clinical exami- 
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RESULTS OF 


SEROLOGICAL 


INVESTIGATIONS 


[Grimsby (H.L.), Colindale (Felix); Boston (Murray), Sheffield (Beverley)] 


Weil-Felix titres 


Date of collection 


a) vecimen aol 
f specim Grimsby 


OX19 OXK OxX2 OX19 
Oct. 8, 1952 1/80 1/30 0 
o 2, 1/140 1/60 0 sm 
See 1/175 1/50 1/25 1/100 + 
Nov. 11, 1/100 da * 1/100 + 
am, Oy a0 1/100 a we 1/100 + 
Feb. 15, 1953 1/100 - i 1/100 4 
Oct. 29, 1954 1/20 + «s sie *1/20 + 


Colindale 


Rickettsial 
complement-fixation 
titres 


Toxoplasma-antibody 


Boston Sheffield 


OXK OX2 Epidemic Murine Dye test CF.2. 
1/64 A.C. 
es ie 1/294 1/2 
1/50 + 1/50- on as 1/300 1/8 
ae 1/2560 1/160 1/260 1/8 
1/1280 1/160 ey os 
1/1280 1/80 1/53 1/10 
1/320 1/20 1/26 0 


* Owing to the death of Dr. Felix, Prof. C. P. Beattie did this test. 


nation gave otherwise negative findings, although pneumonia 
had been suspected before admission. She had been given 
penicillin at home, and this was continued. j 

Investigations.—A blood-count showed Hb 103%, white cells 
11,000 per c.mm. (polymorphs 87%, lymphocytes 12° 
monocytes 1%). Culture was sterile. The urine contained 
albumin 10 mg. per 100 ml., a few red blood-cells and epithelial 
cells but no casts. Culture was sterile. A Paul-Bunnell test 
and agglutination tests for typhoid H and O, paratyphoid 
B, H, and O, non-specific salmonella, and Brucella abortus 
were negative. 

Progress.—The patient had intermittent pyrexia up to 
102-4°F, and gradually diminishing tachycardia and respira- 
tory rate. By the fifth day in hospital her pyrexia had almost 
settled, but thereafter she showed an occasional rise to 99°F 
for about a month. A week after admission a diagnosis of 
Brill’s disease was considered for the first time. Weil-Felix 
reactions were done, with the results shown in the accom- 
panying table. Meanwhile the patient developed symptoms of 
cystitis. Urine examined on Oct. 8, 1952, contained a few red 
cells, a few pus cells, no casts or albumin, but a heavy growth 
of Escherichia coli; no proteus was grown. This infection 
was treated with ‘ Sulphatriad.’ On Oct. 10, 1952, she com- 
plained of pain of right sciatic distribution and showed 
limitation of straight-leg raising, with severe pain during the 
attempt. At this time her skin still showed numerous purplish- 
red macules about 2-3 mm. in diameter and fading easily on 
pressure. They were distributed on the volar surfaces of the 
forearms, the medial sides of the upper arms, the thorax, and 
the medial sides of the backs of the calves. On Oct. 13, 1952, 
lumbar puncture produced clear xanthochromic cerebrospinal 
fluid under normal pressure and containing 35 white cells per 
¢c.mm. (mainly lymphocytes) and 250 red cells per c.mm. In 
view of her continued symptoms and signs, and the inconclu- 
sive result of the Weil-Felix test, other diagnoses were con- 
sidered, including toxoplasmosis (see table). The patient’s 
condition continued to improve, and she was symptom-free 
by Oct. 21, 1952. although her rash had not cleared. She 
discharged herself on Nov. 1, 1952, and subsequently improved 
slowly. 

Follow-up.—On June 19, 1953, she felt well except for occa- 
sional headaches. Clinical examination was negative except 
for an absent left ankle-jerk. 


Discussion 


The criteria of Murray et al. (1950) for the clinical 
diagnosis of Brill’s disease are pyrexia of unknown 
origin in a person who has lived in an area of epidemic 
typhus, accompanied by intense and persistent headache 
and a maculo-papular rash appearing on the fourth to 
sixth day. These workers note that the type and duration 
of pyrexia and the duration of the rash are variable. 
The present case satisfies these criteria, although the 
patient had slight rises of temperature for about a 
month and had the neurological features described 
above. 

The results of the complement-fixation tests are con- 
sidered to be diagnostic. The low titres for proteus OX19 
are completely compatible with the diagnosis, because 
Murray has shown that the Weil-Felix reaction is often 
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negative in this condition, whereas the complement- 
fixation test is entirely reliable and specific. 

The interest in the present case lies in its rarity, in the 
possibility that others may be found among the large 
number of immigrants from eastern Europe now in this 
country, and that these may act as a reservoir from which 
epidemic typhus could spread, should suitable conditions 
arise. 

It is difficult to understand why this patient showed 
some serological evidence of toxoplasmosis. There seem 
to be three possible explanations: (1) toxoplasma and 
rickettsia are antigenically related; (2) the increase 
in toxoplasma antibodies was anamnestic ; and (3) since 
toxoplasma and rickettsia are both capable of latency, 
activation of the one activated the other. 


We wish to thank Prof. C. P. Beattie for his constant help 
and advice; we are indebted to the late Dr. A. Felix, Dr. 
J. K. A. Beverley, and Dr. Vernon Knight ; and we are grateful 
to Dr. E. 8. Murray, of the School of Public Health, Harvard 
University, for doing the complement-fixation tests and 
allowing us to cite his results. 
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**. . . The world needs a new race of non-ecclesiastical 
seers. It needs men and women who meditate daily on great 
truths. . . . Time put aside each day for such meditation, 
preferably in the morning, gives detachment, insight, new 
motives and a new incentive. . .. For many of us, the basic 
motives of fame, fortune and security have been almost 
unaltered since we were in our teens—and of course our 
motives determine not only what we do but how we do it. 
We may react to adversity in various ways. Some react with 
courage, hope and determination. Many of us react with 
anxiety, with introspection and depression, with anger or 
resentment, or with self-pity. Most of us need to learn the 
answer to moods of all sorts, so that we are set free to make 
our greatest contribution to the world.’”’—Dr. R. W. Luxton, 
Nursing Times, July 20, 1956, p. 680. 
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Medical Societies 


SOCIETY FOR THE STUDY OF ADDICTION 
The Abuse of the Barbiturates 

On July 17 the Society for the Study of Addiction held 
a symposium on The Abuse of the Barbiturates. The 
president, Dr. W. R. Bert, was in the chair. 

Dr. R. A. HUNTER said there was now ample evidence 
that barbiturates were drugs of addiction in every sense 
of the word, although it had taken longer for this to be 
generally realised than in the case of cocaine, morphine, 
heroin, and pethidine. Barbiturates were now by far 
the commonest drugs used by addicts in this country. 

They were freely prescribed for two reasons. First, the 
public still believed that every bane must have its balm : 
patients demanded drugs and doctors often could not 
refuse. Second, while psychiatric disorder either alone 
or in combination with physical disease was known to 
account for a large proportion of general and outpatient 
practice, doctors often could not provide the simple 
psychotherapy—consisting essentially of sympathetic 
case-taking—which with more time and a little training 
they could adequately do. Neither were psychiatric 
departments always equipped to deal with the many 
minor disorders that could be referred. For this group of 
patients, not seriously ill mentally or physically, barbitu- 
rates had come to be used almost as a placebo. 

Barbiturate addicts could be divided into a benign 
group whose habituation to or dependence on the drug 
caused little interference with social function; and a 
malign group with severe or total loss of social function. 
Free prescription of barbiturates caused many benign 
addictions in which symptoms of barbiturate abstinence 
plus those of intoxication might transform a mild 
psychiatric disturbance into a serious and perhaps 
intractable one. Such patients were true addicts though 
they might go unrecognised until supplies failed, or mount- 
ing dosage taken to overcome developing tolerance 
caused obvious intoxication. Malign addiction was often 
merely severe mental illness sidetracked into drug 
addiction and controlled by barbiturate dosage. Its 
prognosis depended not only on the severity of the under- 
lying mental illness but also on the addicting and 
intoxicating properties of the drug, which in the case of 
barbiturates were as dangerous as those of morphine. 

The fashionable prescription of a stimulant with a 
sedative was a tacit admission that barbiturates had ill 
effects, which the stimulant is designed to offset. The 
combination was particularly pernicious, because the 
harmful effects of either drug were subjectively masked 
by the other, while the patient was doubly intoxicated. 

Regarding the use of sedative drugs or ‘‘ tranquillisers *’ 
in mental hospital patients, psychiatric history told of 
many originally introduced as treatment but actually 
used as a means of chemical restraint to keep patients 
quiet. Dr. Hunter ended by quoting from Maudsley’s 
(1879) Pathology of Mind regarding the abuse of barbitu- 
rates and tranquillisers in this way : ‘‘ The question now 
which should be considered is whether chemical restraint, 
by diminishing excitement at the ultimate cost of mental 
power, ‘ makes a solitude and calls it peace.’ ”’ 

Dr. StipNeyY Locket said that abuse of barbiturates was 
the more serious because it overshadowed their great 
value in the treatment of epilepsy, in which they remained 
essential. The subject was of world-wide importance, and 
many found it hard to believe that disease could 
justify anything approaching the scale of their use, at 
least in Great Britain. Knowingly or unknowingly, 


barbiturates were misused on a vast scale by patients. 

In 1946 enough barbiturate was manufactured in this 
country alone to provide one tablet daily for one year for 
1 million of the population ; this figure, which did not 
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include imported supplies, had now been more than 
doubled. Between 5000 and 7000 cases of acute barbitu- 
rate poisoning, many of them suicidal attempts, were 
being dealt with annually in the hospitals of Great 
Britain, accounting for 1-21 per thousand general hospital 
admissions per year, the figure varying from 1-65 in 
Scotland to 0-69 in Wales. In Eire, Dr. Locket was 
unable to trace any definite admission from this cause 
for the years 1948-51 inclusive. 

It seemed that oaly by prescribing barbiturates could 
the doctor effectively carry out his duties and responsi- 
bilities, at least until more specific therapy was available 
for many of the disorders he was called upon to treat. 
The answer perhaps lay in better education of the public 
in the limitations and dangers of this group of drugs. 

In more than 86% of Dr. Locket’s adult cases of acute 
barbiturate poisoning, excluding epileptics, insomnia was 
either the sole or a major complaint for which the drug 
had been prescribed. Many patients had a large stock 
at home—a problem not likely to be solyed by insisting 
that only a few tablets be prescribed at each consultation. 
The types of barbiturate misuse fell into four categories : 
(1) prolonged misuse in moderate overdosage ; (2) the 
wilful use of barbiturates by addicts, at times in combi- 
nation with alcohol ; (3) the taking of excessive doses so 
as .to induce rapid sleep, either in ignorance of their 
potency or deliberately ; and (4) for suicidal purposes. 
Barbiturate suicide figures had risen steeply since the 
war. In 1954 in England and Wales the total barbiturate 
mortality was 13 per million, although there was evidence 
that the figure may have been even higher. The incidence 
of barbiturate suicide as against accidental death was not 
accurately presented by coroners’ statistics. It was very 
rare for a patient to continue taking sleeping tablets 
automatically without being aware of it. 

Finally, Dr. Locket said that in his experience there was 
no clinical evidence to suggest that a combination of 
barbiturates and alcohol had a mortality greater than 
could be accounted for by simple summation. 

Mr. Harotp Davis, PH D., chief pharmacist to the 
Ministry of Health, said that he had analysed 100,000 
prescriptions on form E.c.10 in October, 1955: 9-6% were 
for barbiturates or had barbiturate as a principal 
ingredient. As this figure is almost identical with that of 
all countries in the Western European Union, as well as in 
the U.S.A., it means that roughly 10% of the world’s 
prescriptions are for barbiturates. The annual cost to 
the nation of barbiturates prescribed in the general- 
practitioner service, excluding hospitals, was £1,571,000. 
The extent of the decrease in consumption expected from 
the introduction of tranquillisers was difficult to predict. 
Certainly they would cost the nation more: ‘‘ it seems to 
be a general rule that any drug which comes along to 
replace another drug will automatically be much more 
#xpensive.”’ 

Dr. F. E. Camps spoke ‘“‘ on behalf of the dead.” It 
was not known how often barbiturate was administered 
with homicidal intent, partly because the average medical 
practitioner was extremely unsuspecting. Recent investi- 
gations he had made on the blood and urine in cases of 
sudden death which would otherwise have been attributed 
to coronary-artery disease, had unexpectedly shown a 
number with high barbiturate content. Perhaps barbitu- 
rates were also responsible for some cases of otherwise 
unaccountable deaths in babies. His experience was that 
the barbiturate suicide-rate continued to grow apace. 
In resuscitation it was important to maintain a clear 
airway, otherwise a small dose could be fatal. 

In the discussion, Dr. K. W. CHapMaN said that in parts 
of America the black market in tranquillisers—which are 
replacing barbiturates—was new more important than 
that in heroin ; and Prof. J. F. Futron, of Yale Univer- 
sity, discussed the effects of narcotics on the central 
nervous system. 
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Reviews of Books 


Neurochemistry 


Editors: K. A. C. Exuiorr, I. H. Page, and J. H. 
QuasTEL. Springfield, Ill.: Charles C. Thomas. Oxford : 
Blackwell Scientific Publications. 1955. Pp. 900. £7. 


Ir seems that further progress in neurology will spring 
from biochemical research, and most neurologists are 
taking an increasing interest in the chemistry of the 
nervous system. The growing mass of uncodrdinated 
information on this subject is itself a source of increasing 
confusion. Accordingly this work is especially welcome, 
comprising as it does a series of authoritative essays 
on aspects of neurochemistry in which definite progress 
has been made in recent years. 


The team of authors is international with J. D. Spillane, 
Frank Dickens, L. 8. Penrose, and Sir Rudolph Peters among 
the British representatives. The subjects are presented in 
such a way as to make the chemical implications compre- 
hensible to readers engaged in clinical, pathological, and 
other fields. The basic concepts of glycolysis, oxidation, 
pyruvate metabolism, and the significance of the nucleic 


acids and proteins are discussed briefly but clearly. There - 


are excellent chapters on the metabolism of the nerve-cell 
and the biochemistry of certain pathological states, including 
demyelination. Another short but interesting chapter deals 
with the inborn errors of metabolism, such as phenylketon- 
Notable omissions include Wilson’s disease and the 


uria. 
significance of the nerve gases. The incomplete section on 
neuromuscular disorders, the construction of which was 


interrupted by the untimely death of D. 8S. McEachern, 
will no doubt be rewritten and expanded for the next 
edition. 


The Morphology of Human Blood Cells 
L. W. Diaas, M.A., M.D., professor of medicine, University 
of Tennessee; Dorotuy StTurRM, instructor, Memphis 
Academy of Arts ; ANN BELL, B.A., instructor in medicine, 
University of Tennessee. Philadelphia and London: 
W. B. Saunders. 1956. Pp. 181. £4 4s. 


THIS well-produced and handsome atlas is divided into 
two sections. 

The first section presents thirty-one colour plates, all except 
one being from water-colour paintings by Dorothy Sturm. 
Some of these plates show a whole cell series, and some the 
types of cells found in a single disease ; others are arranged to 
contrast the morphology of different cell types. A new feature 
is provided by plates showing mesenchymal and other fixed 
tissue cells that appear in bone-marrow smears. The only 
plates that are really poor are those illustrating the erythro- 
blast series, and the adoption of the “ rubricyte’’ nomen- 
clature makes things difficult for the reader since, for example, 
an early megaloblast has to be called a “ prorubricyte of the 
pernicious anemia type.’’ Plate vii gives little impression 
of the really striking differences between the megaloblast and 
normoblast series of cells, and the authors seem to be aware of 
this deficiency because they give an interesting explanation. 
They say that to attempt to count megaloblasts and normo- 
blasts in a marrow smear is “ impracticable as a routine 
procedure . . . for most of the marrow smears are from patients 
with conditions other than pernicious anemia. The majority 
of patients with pernicious anemia have received treatment 
with specific substances before the marrow is examined. This 
leads to the formation of intermediate or transitional forms 
which cannot, except by ‘ tossing the coin,’ be placed in the 
megaloblastic cr normoblastic columns.’’ Here the arguments 
and illustrations fail to carry conviction. 

The second portion of the book consists of eight chapters 
briefly describing the various cell types illustrated by black- 
and-white photomicrographs and by diagrams, and there is a 
final chapter on technique. The photomicrographs are mostly 
very good. 


Apart from Custer’s mainly histological atlas, this is 
the best American book of its type that we have seen. 
But British workers have for some time been familiar 
with notably less expensive and, so far as the erythro- 
blasts are concerned, better books published in this 
country, and this new atlas can be kept on the library 
shelf for occasional reference. 
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Fundamentals of First Aid 
Rospert A. MUSTARD, B.A., M.D., F.R.C.S.(C.). The Priory 
of Canada of the Order of St. John of Jerusalem. 1956. 
Pp. 116. 


THis -book will stand or fall, not by what it puts in 
—for this is sound, arrestingly presented, and up to date, 
and cannot be repeated too often—but by what it 
leaves out. Any book on first-aid which abandons 
splinting of fractures of the jaw, ribs, collarbone, and 
pelvis, which advises against attempts to determine the 
causes of insensibility, and which throws overboard that 
prime favourite of the first-aider, the identification of 
pressure points and the application of tourniquets, may 
be expected to set the cat amongst the pigeons. Many 
of the superbly trained and devoted teams of men who 
stand by in coalfields and heavy industry may look 
askance ; for this book maintains that the fundamentals 
of first-aid can be acquired in a much simpler way than 
they have been taught to believe. 

Those who look upon first-aid as the observance of an 
esoteric ritual or the practice of a little amateur doctoring 
will look elsewhere. Nevertheless, if Dr. Mustard’s 
valuable book enables more laymen to acquire effective 
knowledge in a shorter time, it will serve its purpose. 
First-aid organisations in this country will no doubt 
study it carefully and compare it with their own 
publications. 


The Cellular Basis of Wound Repair 


MarTIN ALLGOWER, M.D., privatdocent, department of 
surgery, University of Basle, Switzerland. Springfield, 





Ill.: Charles C. Thomas. Oxford: Blackwell Scientific 
Publications. 1956. Pp. 125. 47s. 6d. 


THIS monograph describes an investigation into the 
cellular migration from the blood into a wound durin, the 
early stages of repair, and the part played by these cells 
in granulation tissue and connective tissue. The chief 
interest of this work lies in its confirmation of Maximov’s 
theory that connective-tissue networks can be built up 
from mononuclear cells, which form a mobile reserve in 
the circulation ready to meet injury wherever it may be 
inflicted. 
Hydrocortisone in Orthopedic Medicine 

JAMES CYRIAX, M.D., M.R.C.P., physician to the department 
of physical medicine, St. Thomas’s Hospital, London. 
London: Cassell. 1956. Pp. 31. 5s. 


Loca injections of hydrocortisone acetate have 


. proved useful in the treatment of many local conditions 


of the locomotor system—particularly lesions at the bony 
attachments of tendons and ligaments—as well as of 
rheumatoid arthritis. Care in diagnosis and accuracy in 
injection are essential, and this booklet provides a concise 
guide. 

The indications and contra-indications for the method are 
stated; the unsatisfactory status of “ fibrositis”’ is firmly 
dealt with, and the treatment of areas of referred pain and 
tenderness is condemned. ‘* Hydrocortisone ’’ is used through- 
out, although the preparation in question is, of course, the 
insoluble acetate in suspension. Use of the term “ infective 
arthritis ’’ for monarticular rheumatoid arthritis in a large 
joint is debatable. 


The booklet is coloured by the author’s individualistic 
concepts of pathogenesis and physical treatment, but will 
be welcomed by those who treat these troublesome local 
lesions. 


The Structure and Function of Skin 
Wut11aM Montaena, professor of biology, Brown Univer- 
sity, Providence, Rhode Island. New York: Academic 
Press. London: Academic Books. 1956. Pp. 356. 
£3 10s. 6d. 

Dr. Montagna devotes 245 of his 337 pages of text to 
the epidermis, sweat-glands, and pilosebaceous appara- 
tus; but he repeatedly emphasises and illustrates the 
functional unity of the skin as a whole. 

His main theme is the microscopical anatomy of the skin 
and its biological significance. Although firmly entrenched in 
the territory of histochemistry and cytochemistry, he makes 
provocative sallies into clinical dermatology. The innervation 
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of the skin is given little space, and only passing reference is 
made to nails; and readers may be disappointed that he has 
not discussed the reticulo-endothelial system and ground 
substance at greater length. 

This is a stimulating book, containing much informa- 
tion discussed in a thoughtful and graceful way. The 
numerous illustrations are of a high standard, and there 
is an extensive bibliography. 


Atlas de Histopatologia de las Enfermedades de la 
Sangre 
el Diagnéstico a través de las Puncidénes Biopsias Aspira- 
tivas de los Organos Hemolinfopoyeticos. G. ForTEzA 
Bover. Valencia: Editorial Saber. 1956. Pp. 343. 


THIs sumptuous volume presents 234 photomicrographs 
showing histopathological appearances in bone-marrow, 
lymph-glands, liver, and spleen in primary blood diseases, 
in some disease that involve the blood-forming tissues 
secondarily, and in some diseases that only incidentally 
affect the blood. 


The material from marrow, lymph-glands, and liver was 
obtained by aspiration biopsy, but the spleen sections were 
from organs removed at operation. All the material was 
treated by histological techniques: fixation in mercuric- 
chloride/formol mixture, paraffin embedding and sectioning, 
and staining by various methods including reticulin stains and 
histochemical techniques. A few photographs by phase- 
contrast methods and a few imprint preparations are included. 
The photographs are first-class, but unfortunately they 
emphasise what is now well known: that interpretation of 
the histological changes in blood-forming tissues by standard 
section techniques is very difficult; the appearances of 
properly stained smear preparations are much easier to 
differentiate. Surely nowadays histological sections of bone- 
marrow are rarely used in diagnosis, except for confirmation 
in some special cases such as secondary tumours ; and indeed 
Dr. Forteza Bover has previously produced volumes illus- 
trating smear preparations from aspiration biopsy in bone- 
marrow, blood, and lymph-glands. 


This book, then, is mainly a collection of finely 
displayed museum pieces. 


Hutchison’s Food and the Principles of Dietetics 
(llthed. London: Edward Arnold. 1956. Pp. 630. 40s.).— 
Medical textbooks in use in 1900 which survive today would 
go easily under one arm. This one holds its own, as Prof. 
V. H. Mottram and Dr. George Graham, the joint authors, 
state, ‘‘ despite competition from the United States and from 
Scotland, two countries in which they take the science of 
nutrition seriously.’’ The reason is clear: the book contains 
much practical and useful information which is not to be 
found elsewhere, and the present authors, like Sir Robert 
Hutchison, write with charm and elegance. They are interested 
first in people and patients, food and wine, and, although not 
neglecting chemistry, they leave no doubt that dietetics is 
more than applied chemistry. They say in a preface that this 
is the last edition they will produce. We hope this is but an 
idle threat, but, just in case, the prudent man should buy a 
copy now. 


Campbell’s Operative Orthopedics (Vols. 1 and 2. 3rd 
ed. London: Henry Kimpton. 1956. Pp. 2260. £14 10s. 
the set).—-This edition fully maintains the high standard of its 
predecessors. The book, edited by Dr. J. 8S. Speed, is mostly 
the work of members of the staff of the Campbell Clinic. A 
section on surgical physiology has been included and many 
chapters have been completely rewritten to incorporate 
recent advances. The description of operations is excellent, 
but (as in most books on operative surgery) the account of 
the indications for any particular procedure is not always so 
satisfactory. No comparable work has been compiled in this 
country, and orthopedic surgeons will be glad to have these 
finely produced volumes on their shelves. 


Operative Technic in Specialty Surgery (2nd ed. 


New York: Appleton-Century-Crofts. 1956. Pp. 967. $20.).— 
For this book, first published in 1949, Prof. Warren H. Cole, 
the editor, has enlisted 64 specialists to write on their respec- 
tive subjects (ranging from cardiac surgery to gynxcology) ; 
and this they have done with great skill, addressing their 
fellow-specialists rather than the general surgeon. 


Some 


NEW INVENTIONS 
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contributors have given a comprehensive review of various 
techniques designed for the same purpose, while others have 
confined themselves to procedures which they have tried and 
found most useful ; thus the volume is a collection of surgical 
papers rather than an integrated work. The illustrations are 
superb and profuse. 


A Textbook of Clinical Pathology (5th ed. London: 
Bailliére, Tindall, & Cox. 1955. Pp. 1208. 88s.).—This book, 
edited in the latest two editions by Dr. Seward E. Miller, has 
been revised three times in the past eight years, suggesting 
care to keep it up to date; and for the latest edition the 
index has been extensively revised and improved. Unfortu- 
nately the style and quality are uneven ; and the illustrations, 
especially in the hematological section, are poor. 


Breast Feeding (2nd ed. London: Lloyd-Luke. 1956. 
Pp. 161. 12s. 6d.).—Nine years ago the substance of this 
valuable little book won for Dr. Charlotte Naish the Sir 
Charles Hastings prize of the British Medical Association, and 
it was published in the following year. Since that time, as 
Dr. Naish points out, fashions have changed although “ neither 
medical knowledge nor infants have changed very much.” 
The present edition shows signs of careful revision, and the 
references indicate that modern views have been conscien- 
tiously considered. This remains an excellent manual on 
natural feeding, worthy of being widely read, especially in 
those parts of the world where breast-feeding has unfortunately 
been largely discarded, 


New Inventions 


GASTRIC BIOPSY UNDER DIRECT VISUAL 
CONTROL WITH THE HERMON TAYLOR 
GASTROSCOPE 


A MODIFICATION of Wood’s gastric-biopsy tube * can 
be attached to the Herman Taylor gastroscope by means 
of a plastic sheath fixed to the surface of the gastroscope 
by special holders. The gastric-biopsy tube used for this 
purpose consists of a fine spiral tube 71 cm. long. The 
headpiece has a diameter of 3-6 mm. and the aperture 
a diameter of 1-85 mm. 

The gastroscope is passed with the sheath in position. 
When the part to be biopsied is found, the gastric-biopsy 

















Fig. |—Top: The Hermon Taylor gastroscope with the plastic sheath 
in position. Side view. Bottom: Front view of head end of the 
gastroscope with biopsy head in position. 


tube is introduced through its own channel until the head- 
piece comes into line with the viewing-lens of the gastro- 
scope. The biopsy tube is rotated from above until the 
mark at the back of the headpiece comes into view in 
the centre of the field. The biopsy aperture is then facing 
the mucosa. A biopsy is taken. The tube can be with- 
drawn and the specimen examined. It can be passed a 
second time and the procedure is repeated. 

This method enables a full-thickness mucosal specimen 
to be taken under visual contro] at the exact spot where 
biopsy is desired. The headpiece of the biopsy tube is 
smaller than the viewing-lens and therefore does not 
obscure the field. It should be possible to biopsy a small 
gastric lesion with accuracy. 

I am indebted to Dr. F. Avery Jones for encouragement in 
trying this method. It was through the unfailing help of Mr. 
G. Hawkins of the Genito-Urinary Manufacturing Co. that I 
succeeded in the construction of the combined instruments. 
I should like to thank Mr. F. G. Saunders for the drawing. 
MARGOT SHINER 


Department of Medicine, 
M.R.C.S., D.C.H. 


Postgraduate Medical School of London 
1. Wood, I. J., Doig, R. K., Motteram, R., Hughes, A. Lancet, 
1949, i, 18. 
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Treatment of Gastric Carcinoma 

THE results of treatment of gastric carcinoma 
continue to emphasise our inability to meet this 
challenge. 50 survivors out of 162 patients submitted 
to “‘ curative ’’ excision, and followed for five years 
by Beat and Hu1,' gives a creditable survival- 
rate of 31%, but those who died from the effects 
of operation are excluded. The group is also a highly 
selected one taken from 557 patients admitted to the 
New York Hospital between 1932 and 1954; in all, 
257 were operated on with the intention of cure. 
There were 2 who lived for five years after palliative 
treatment, so that 52 (9%) of the total lived five 
years after seeking treatment; but we do not know 
how many of the 557 patients were seen five years 
before the series was reported. 89°, of those 
not operated on or who had a laparotomy only were 
dead within a year of diagnosis; the final five- 
year survival figure for the whole group is therefore 
unlikely to be more than 10% or 15%. S#Hanon 
et al.? give a figure of 109 five-year survivors (9%) 
in a total of 1152 patients seen between 1936 and 1950 
at the University of Minnesota Hospitals ; but even 
here 49 patients who refused operation or failed to 
return for “‘ final disposition ’’ are excluded from the 
total. ‘‘ Curative’ resection was followed by survival 
for five years in 24%. 

One fact is immediately apparent: in all too few 
patients can resection be undertaken with cure in 
mind; this was possible in only 441 of the 1152 cases 
recorded by SHanon et al. and 257 of Beat and 
Hitx’s 557. SHanon et al. remark that the delay 
between the onset of symptoms and the start of 
treatment has not been materially reduced during the 
fourteen years of their investigation ; moreover, the 
time-lag between the first medical examination and 
operation has not changed. The lapse between onset 
of symptoms and first examination is something 
over which we have little control ; it is largely in the 
patient’s hands. It should, however, be possible to 
reduce the interim period before a diagnosis is reached. 
Apart from the usual clinical and radiological methods, 
SHAHON et al. recommend examination of gastric 
juice and stools, since achlorhydria was present in 
88%, of all their patients and occult blood in the 
1. Beal, J. M., Hill, M. R. Surg. Gynec. Obstet. 1956, 102, 271. 


2. Shahon, D. B., Horowitz, M. D., Kelly, W. D. Surgery, 1956, 
39, 204. 
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stools of 83%. Gastric cytology using mucolytic 
enzymes, such as papain or chymotrypsin, may 
ultimately achieve earlier diagnosis in some patients,® 
particularly if intestinal metaplasia in gastric mucosa 
can be detected thus and Morson’s observation ¢ 
of gastric ‘carcinoma arising in such areas can be 
proved to be more than fortuitous. But there 
will always be some growths which escape detection 
by all these means ; in such circumstances laparotomy 
on suspicion is the final test—and the surgeon should 
not be deterred by fear of finding nothing. 
Nevertheless it is not certain that with less pre- 
operative delay more cases will be suitable for resection 
and the five-year survival-rate will be better. From the 
figures of SHAHON et al. it seems that the longest 
interval between onset of symptoms and operation is 
found in the five-year survival group: 19° had had 
symptoms for over two years. From which we can only 
conclude that those who survive are those with slowly 


developing growths and patients with ulcer-cancer, 


whose pre-existing benign ulcer would naturally be 
responsible for a longer history. The nature of the 
growth is the most important factor determining cure 
or recurrence. Brat and HILt conclude that a further 
trial should be given to tota] resection rather than 
partial gastrectomy ; and SHAHON et al.’s five-year 
survival figure has improved from almost 4°, after 
excision in 1936-39 to 12°, in 1946-49. But SHaHon 
et al. have also shown that in 1946-49 70%, of patients 
who underwent curative operations had tumours which 
had spread to glands, and the five-year survival-rate 
was 14%, compared with 57°, in those with no glands 
involved. Brat and Hix give similar figures—15% 
and 48% respectively. As we observed last year,® 
survival probably depends more on whether or not the 
growth has broken out beyond the stomach than on 
the extent of the operation. Lymphatic spread also 
depends on the nature of the growth: CoLLER et al.® 
found no relation between the duration of symptoms 
and the presence of lymphatic metastases, and they 
established that medullary and schirrous growths 
metastasise more readily than papilliferous lesions. 
Fry et al.? have lately confirmed this: they found 
that the hilar glands of the spleen were involved 
twice as often in grade-4 carcinoma as in grade 3, 
and in 53% of schirrous growths compared with 11%, 
of polypoid growths. Of the four main zones of 
lymphatic spread described by CoLLER et al., the 
superior gastric, the suprapyloric, and the inferior 
gastric subpyloric groups are usually cleared at 
routine subtotal gastrectomy. Fiy et a]. emphasise 
the importance of drainage to the splenic hilar group 
(the pancreatico-lienal group of CoLLER et al.) and 
they suggest that, since removal of the spleen does 
not materially affect the operative morbidity or 
mortality of gastrectomy, the spleen might well be 
taken out as a routine during excision for carcinoma 
of the stomach in order to clear the glands in its hilum. 
This suggestion is worth consideration, for splenectomy 
can be undertaken as readily at subtotal as at total 
gastrectomy. 





3. van der Reis, L., Rider, J. A., Frost, J. K. Amer. J. med. Sci. 
1956, 231, 249. 

4. Morson, B. C. Brit. J. Cancer, 1955, 9, 365, 377. 

5. Lancet, 1955, i, 237. 


6. Coller, F. A., Kay, E. B., McIntyre, R. 8. Arch. Surg. 1941, 
43, 748. 
7. Fly. O. A., Dockerty, M. B., Waugh, J. M. Surg. Gynec. Obstet. 


1956, 102, 279 
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The Virus of Primary Atypical Pneumonia 


Tue syndrome of atypical pneumonia can appear 
in the course of infections such as influenza, febrile 
catarrh (also known as “ acute respiratory disease ”’), 
psittacosis, or Q fever. Apart from these infections 
due to known viruses, or something like viruses, the 
cause of primary atypical pneumonia has until recently 
been unknown. Of the many claims to have 
discovered the cause, the most convincing was based 
on the work of Eaton and his colleagues. They 
isolated from the sputum of a patient with primary 
atypical pneumonia a filtrable agent which produced 
consolidation of the lungs in cotton-rats and hamsters. 
The agent was also cultivated in fertile eggs in which 
its presence was recognised by inoculating egg fluids 
into cotton-rats. Earon et al.? used this technique to 
develop a neutralisation test, and they reported that 
antibodies to their agent developed in the serum of 
patients during convalescence from primary atypical 
pneumonia. But cotton-rats and hamsters may 
harbour in their lungs latent viruses which can be 
activated by intranasal inoculation of control materials, 
and this caused confusion when workers in other 
laboratories tried to repeat the experiments. 
Recently, fresh evidence for the validity of the 
earlier work has come from the application of the 
fluorescent-antibody methods of Coons ; Liv, Eaton, 
and Heyt * now report that the presence of the virus 
could be recognised in eggs by the use of antibody 
conjugated with fluorescein. Sections of lung from 
infected chick embryos were treated with convalescent 
serum from human cases of primary atypical pneu- 
monia, and then with anti-human-globulin serum 
conjugated with fluorescein. The convalescent serum 
was adsorbed to the viral antigens and the fluorescent 
anti-human-globulin to the convalescent serum ; in 
this way the viral antigen could be recognised in the 
cytoplasm of the bronchial epithelial cells of infected 
embryos. With sections from known infected embryos 
the technique could be used to detect serum antibody. 
Liv et al. first studied the original virus isolated by 
SATON and his co-workers,! and then they isolated 
directly in chick embryos four new strains of virus, three 
from the sputa of patients in the acute stage of the ill- 
ness, and the fourth from the frozen lungs of a patient 
who died in 1943. All five viral agents were antigeni- 
cally related to one another. It was also found that 
antibody to the virus developed in patients with 
primary atypical pneumonia between the second and 
third weeks of illness and persisted at the same titre 
for some months. Sera from 71 patients with charac- 
teristic illnesses were examined, and the majority 
showed the presence or development of fluorescent 
staining antibody. The antibody was unielated to the 
cold agglutinins but showed a cross-reaction with 
agglutinins to the streptococcus MG. There were no 
cross-reactions with influenza A and B, A.P.C., psitta- 
cosis, or Q-fever antigens. 
This valuable new contribution has greatly strength- 
ened EaTon et al.’s original claim to have isolated the 
virus of primary atypical pneumonia, and it should 
1. Eaton, M. D., Meiklejohn, G., van Herick, W. J. exp. Med. 
1944, 79, 649. 

2. Eaton. M. D., van Herick, W., Meiklejohn, G. Jbid, 1945, 
82, 329. 

3. Liu, C., Eaton, M. D., Heyl, J. T. Bull. N.Y. Acad. Med. 
1956, 32, 170. 
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stimulate much-needed research on this disease. 
Little or nothing is known of the epidemiology of the 
infection or its relation to similar infections in man 
and animals. Unfortunately, the laboratory methods 
are too complicated to make detection of virus or 
antibody a routine matter, but perhaps what is lost 
by the inapplicability of conveyor-belt methods may 
be compensated for by more thoughtful, though 
slower, experiments. 


Sulphanyl-urea Compounds in Diabetes 
Mellitus 


Tue first reports of the clinical effects of sulphanyl- 
n-butylurea (B.Z.55, carbutamide) in diabetes mellitus 
have naturally aroused widespread interest. Since 
we referred to them some months ago,! much more 
work has been recorded in several countries on the 
action and use of this compound in the oral treatment 
of diabetes.2-* In general the findings have confirmed 
the initial German observations. There is agreement 
that sulphanyl-n-butylurea is most successful in the 
milder case which needs little or no insulin; but it 
seems hard to predict the response on clinical grounds 
and there are several exceptions to the general rule 
that the response to sulphanyl urea is inversely 
proportional to the insulin requirement. Results 
are most satisfactory in elderly patients with diabetes 
of recent onset. These patients are usually over- 
weight and can often be managed by dietetic measures 
alone. In children it is less common to get a response 
to sulphanyl urea, though there are some reports of 
younger patients with severe diabetes whose insulin 
requirements were reduced. It is still too soon to 
determine fully the place of sulphanyl urea, but it is 
already clear that this is a very limited one, despite 
the attraction of a drug that can be given by mouth. 
It may be useful in enabling diabetics who need 
relatively small amounts of insulin to do without 
injections altogether. Detailed clinical trials of 
the drug in these circumstances are at present being 
sarried out in many countries. Though the immediate 
results seem satisfactory, it will be wise to wait for the 
results of longer periods of treatment and signs of 
possible toxic effects before advocating the widespread 
use of a potentially dangerous substance. In more 
severe diabetes the degree of hyperglycemia may 
sometimes be reduced by sulphanyl urea, but normal 
control is impossible without the use of insulin. The 
introduction of a third variable in addition to diet 
and insulin is unlikely to help in the treatment of 
these patients over a long period. And it has already 
been clearly established that the drug is of no value 
when there is ketosis. 

The results achieved with sulphanyl-n-butylurea 
have naturally led to the investigation of related 
substances which might be suitable for clinical use. 
Reports *-"! of 1-butyl-3-p-tolylsulphonyl urea (D 860, 
. Lancet, 1956, i, 193. 
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orinase), a compound in which a methyl group has 
been substituted for the p-amino group, show that it 
has a similar hypoglycemic action when given by 
mouth to rats, dogs, rabbits, and men. In diabetic 
patients the results and indications for its successful 
use are also very much the same; but unlike 
sulphanyl butylurea it has only a slight bacteriostatic 
action. 

The way in which these substances produced hypo- 
glycemia is still obscure. The various possibilities 
have lately been reviewed by Brest.!* Neither clinical 
observations nor experimental findings in hypo- 
physectomised and adrenalectomised animals have 
pointed to a direct action on these glands. Thyroid 
function, as measured with radio-iodine, may be 
depressed in diabetic patients after the administration 
of these substances, and enlargement of the thyroid 
in the rat has been noted after large doses.!° 4% The 
sulphanyl-urea compounds can apparently reduce the 
blood-sugar level only in patients who can secrete 
some endogenous insulin.‘ The suggestion that they 
act on the «-cells of the pancreas has not been 
confirmed ; and no consistent changes have been 
found in these cells in either animals or patients who 
had had the drugs.*?° Another possibility is that the 
sulphanyl ureas are non-competitive inhibitors of an 
enzyme, insulinase, responsible for the destruction 
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of insulin.’*"* But in-vitro experiments have not 
demonstrated inhibition of insulinase activity in 
concentrations that might reasonably be expected to 
occur in vivo.!® A further explanation is that the 
rate of formation and liberation of insulin from the 
pancreas may be increased,*° *! but such changes are 
very hard to measure and they must be studied 
indirectly. In animal experiments, liver glycogen is 
increased after the administration of sulphanyl urea, 
whereas muscle glycogen remains unchanged. Insulin, 
on the other hand, produces a substantial increase in 
muscle glycogen, and there is thus a difference in the 
action of the two agents.°1° There is evidence that 
sulphanyl urea reduces the hexose-6-phosphatase of 
the liver ** and also the rate of absorption of glucose 
from the intestine.** These actions contribute to a 
reduction in the blood-sugar level, though other factors 
may also be at work. No measurable amounts of 
sulphany! urea have been found to accumulate in any 
organs ; and tolylsulphonyl urea labelled with *5S is 
not incorporated in the insulin molecule.® From the 
observations reported so far, it seems likely that one 
of the primary sites of action of these compounds is 
the enzyme systems in the liver. 
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Annotations 


THE CLAIM 


On p. 189 we publish the text of the Joint Negotiating 
Committee’s case in favour of a 24% rise in payments to 
general practitioners and hospital medical staff in the 
National Health Service. The basis of this case is that, 
since doctors joined the service on the promise of 
remuneration at a particular level in relation to the 
rewards of comparable work, the Government have an 
obligation to maintain that level: they made a contract 
with the profession, and, if they allow the purchasing- 
power of doctors to decline steadily in relation to that of 
the rest of the community, they will break their contract 
and in so doing will damage the service and its usefulness 
to the public. Essentially, this is true. It is fair to add, 
however, that—-though they did it slowly, reluctantly, and 
sometimes inadvertently—successive Governments did 
eventually produce a settlement which was generally 
equitable in terms of the 1951 value of money. If 
inflation had not continued (indeed quickened), there 
would have now been no cause for complaint ; and this 
illustrates the fact that doctors have at least as much 
reason as other citizens for desiring the end of a process 
which alters the meaning of all financial agreements within 
a few months of their being reached. Failing radical 
treatment of inflation, the Joint Negotiating Committee 
are right in insisting that the pay of doctors should be 
periodically adjusted according to the fall in the 
value of money and the rise in most other people’s 
incomes. Unfortunately, however, we have to recognise 


that no Government has yet conceded that medical 
remuneration should rise automatically with the cost of 
living, and that such a device can reasonably be resisted 
on the ground that it is a form of symptomatic treatment 
which, if generally adopted, must exacerbate the economic 





illness. Moreover if the present Government are 
genuinely determined to halt inflation, and believe that 
their present measures will do it, they can hardly be 
expected to welcome the committee’s argument that the 
doctors’ claim—since it asks merely for fulfilment of a 
contract—does not come within the scope of the 
Chancellor’s appeal for restraint. 

Having had a sharp reply! which cannot have been 
wholly unexpected, the Joint Negotiating Committee may 
decide to press their claim at once, by whatever means 
they can. Or, having registered the claim, they may seek 
discussions on a more amicable if less immediate level. 
Or, postponing the general claim for a period, they may 
urge the Government at least to consider what can be 
done without delay to mitigate particular hardships. 
Whatever course they decide on, they will have the 
support of all their colleagues in believing that doctors in 
the N.H.S. should not indefinitely accept a relative decline 
in their remuneration. Some of us may add that, so long 
after the service started, its machinery ought to be 
such as will award suitable pay without continual 
contests. 

DENTAL CARIES IN AFRICA 


Tue slogan ‘‘ clean teeth don’t decay,’’ which used 
to hang in some dental waiting-rooms twenty years or 
so ago, is unfortunately no more than a half-truth. 
Regular and efficient cleaning will slightly reduce the 
incidence of caries, but it is one only of many factors. 
We have lately discussed * the part played in the pro- 
duction of dental caries by different types of food- 
stuffs. The amount and kind of sugars in the diet have 
been investigated, and these researches show sufficient 
agreement to suggest that dietary control could help 
to reduce caries. A recent study* of young African 


1. See Lancet, July 21, 1956, p. 151. 
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children in the Kampala district of Kenya showed that 
children whose diet was free from manufactured foods 
had much better teeth. The survey was a small one and 
the dental examinations were made without a mirror 
or probe. But the results were sufficiently striking to 
show that dental disease is on the increase in East 
Africa—a fact which is supported by the absence 
of any previous reference to it in the literature of this 
area. 

Those who worked among children in the Kampala 
area were struck by two things. The first was the great 
disparity between the mothers’ teeth and those of their 
children; it was common to see a mother with 
apparently perfect teeth whose small children had 
grossly carious teeth. The second was that, while the 
deciduous teeth appeared at about the same time as 
those of European children, the permanent teeth erupted 
earlier. The African children who were examined came 
from three tribes—the Baganda, the Banyaruanda, and 
the Luo. Among the Baganda children, who ate manufac- 
tured starchy foods between meals, the caries prevalence 
was 20%. The Luo children, who were town-dwellers, 
had even more manufactured foods, and their caries- 
rate was 28%. The Banyaruanda children, whose 
parents were very poor and were unable to buy any 
foods other than tea and sugar, had a earies-rate of 
only 11%. The figure for European chiJdren in Kampala 
was 25%. 

The posterior teeth of the European children were the 
most affected by caries. On the other hand, although 
there were cavities in that situation in the African 
children, the commonest lesions were in the anterior 
teeth, which were often hypoplastic and badly ‘broken 
down, with abscess formation. No explanation is 
offered for this difference. A similar condition seen in 
European children has been blamed on the habit of 
allowing the children to go to sleep se: king a dummy 
dipped in concentrated orange juice. Gingivitis was fairly 
common among the African children and affected 
significantly more boys than girls ; a possible explanation 
here is that the girls cleaned their teeth more carefully 
for purely cosmetic reasons. Although the Baganda 
children are usually taught, to clean their teeth 
energetically every morning, it seems that the boys, 
at any rate, often forgot to attend to their back 
teeth. 

Data about the eruption of teeth are still incomplete, 
but nutrition may be concerned in the early eruption 
of the permanent teeth of the Kampala children. Barker ¢ 
found that in the Zulu tribe the teeth of babies who were 
breast-fed erupted significantly earlier than those of 
children who were fed on porridge. 

The findings about gingivitis recall the condition often 
seen in West Indians, who, a few months after arriving 
in this country, get a severe gingivitis which often 
necessitates the removal of the lower incisor teeth. On 
the other hand, the aborigines of Australia, who live 
on kangaroo meat, which is tough and rubbery, have 
little caries and remarkably healthy paradontal tissues, 
capable of transmitting a biting stress far greater than 
those of more civilised man.° 

At the moment, we have several methods, each 
of which is capable of controlling caries to some extent. 
Artificial fluoridation of water-supplies deficient in 
fluorides is the most promising?; and the topical 
application of fluorides to the teeth of children and 
possibly adolescents may also help. Less hopefully, 
we should encourage people to eat foods which have to 
be chewed and which help to keep the interdental spaces 
clean, rather than to fill them with sticky carbohydrate 
debris. 
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1951. 
5. Fish, E. W. 


Paradontal Disease. London, 1944. 


ANNOTATIONS 


[suLY 28, 1956 


ARSENIC IN THE HOUSE 


Or the poisonous substances used innocently in the 
home, compounds of lead, arsenic, and cadmium are 
among those which have been implicated as the cause of 
severe illness or death. Children are often the sufferers. 
The commonest cause of lead-poisoning in children in 
this country is the sucking of painted woodwork—par- 
ticularly on cots. 4 out of 5 cases of lead-poisoning in 
children (described by Millichap et al.1) were caused by 
parents painting their children’s cots with lead paint. 
In 19 cases of lead-poisoning reported in children in 
England (1900-52) the sources of lead were painted 
woodwork (9), lead nipple shields (4), and toy soldiers (2) ; 
the remainder were caused by fumes from burning 
battery cases, drinking-water, and toilet powder. In 18 
years, from 1931 to 1949, 220 children suffered from lead- 
poisoning in Baltimore, and 78 of them died. For most, 
if not all, caves lead-painted woodwork was responsible. 
Of these 220 children, 191 were three years old or less.? 

Copper arsenate was at one time a popular pigment, 
but its use in paints and on wallpapers has l.ng been 
illegal. It can give rise to arsenical poisoning in one of 
two ways—either by absorption of particles of inorganic 
arsenic in contaminated food and drink, or by inhalation 
of dimethyl arsine, a gas formed by the mould Penicillium 
brevicaule growing on the wallpaper. Reports of such 
accidents are now rare, but two recent illnesses attributed 
to something similar have attracted much attention. 
Mrs. Clare Booth Luce, the American Ambassador in 
Rome, is said to have suffered from chronic arsenical 
poisoning as the result of ingesting lead-arsenate dust 
from the paint on her bedroom ceiling.? She noticed 
that her morning coffee, which she took in her bedroom, 
always tasted bitter and metallic—even after she had 
substituted American for Italian coffee. And her symp- 
toms were always worse after being in bed. She also 
noticed that a record-player in her bedroom was frequently 
clogged with white dust, and there was more of the same 
white dust in the corners of the furniture and in draperies 
in the room. The dust was traced to flecks of paint 
from rosettes on the ceiling. When analysed, it was 
reported to contain a high proportion of lead arsenate. 
Mrs. Luce’s symptoms developed slowly and were first 
noticed in 1954; her finger-nails became brittle, her hair 
fell out, and her teeth became loose. She was found to 
be anzemic, and while dancing she noticed that her right 
foot was numb. The anemia and numbness could be 
due to poisoning by lead, to which it seems she was 
exposed. In the second case * two people living in a 
house whose walls were covered with old paper containing 
arsenic are thought to have been poisoned by dimethyl 
arsine liberated by moulds growing on the paper. Their 
symptoms were not really specific, but dimethyl arsine 
was believed to have been a contributory cause. 

A Swedish commission was set up in 1923 to investigate 
‘** house poisoning *’ by arsenic in Sweden.’ This name 
was used to cover poisoning from such sources as wall- 
paper, clothing, furniture, and stuffed animals. 91 cases. 
were reported to the commission but few were sub- 
stantiated. In 1931 in the Forest of Dean a child died 
as the result of inhaling dimethyl arsine, liberated by 
moulds from coke-breeze, a constituent of the plaster in 
the walls of the house. Coryza, conjunctivitis, gastro- 
enteritis, and parsthesie of the extremities can result 
from the inhalation of dimethyl] arsine. In the nineteenth 
century the use of Scheele’s green became so extensive 
that chronic arsenical poisoning from dusts containing it 
was widespread.* The dusts of arsenical compounds are 
1. Millichap, J. G., Llewellyn, K. R., Roxburgh, R. C. Lancet, 

1952, ii, 360. 
2. Williams, H. Baltimore City Health Department, Bureau of 
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light so that they are likely to land on the skin and 
remain there; industrial exposure to these dusts can 
lead to a dermatitis affecting mainly the skin folds. 
There may also be conjunctivitis, coryza, dryness of the 
throat, hoarseness, headache, and parzsthesiz in the 
limbs. Widespread polyneuritis is rare and motor 
involvement is practically never seen. Lengthy absorp- 
tion of arsenical compounds may induce carcinoma of 
the skin. Keratoses develop, usually in the hands and 
feet, and these may undergo epitheliomatous changes. 

The third source of poisoning we mentioned was 
cadmium, which can get into food or drink stored in 
cadmium-plated containers. It may then precipitate an 
acute gastro-enteritis so sudden in its onset that it may 
be mistaken for acute food-poisoning, especially since all 
who have eaten the contaminated food are affected. 
Hematemesis has been described in some of the more 
severe cases. Recovery is invariably complete within 
twenty-four hours.’ The dangers of cadmium compounds 
are now known to manufacturers, and substances con- 
taining them are not used in modern paints and 
kitchen ware. 


BIGGER CHILDREN 


Ir has now been clearly shown that West European 
and American children have been getting bigger at 
all ages during the past fifty years.* Almost certainly 
this trend has been going on for as much as a century, 
but the first adequate comparison that was possible 
was between the years 1883 and 1938 for Swedish 
children aged 8 to 18.® Over this fifty years children 
of age 9, for example, increased in height at the rate 
of about */, in. per decade and in weight at about 2'/, lb. 
per decade. The increase represents chiefly a quicker 
growth to maturity ; the change in the age of the first 
menstrual period from about 16 in 1880 to 131/, today 
illustrates this dramatically. The child of 9 is now 
physically—and for all we know mentally too—identical 
with the child of 10'/, or 11 in the 1880s. This increased 
growth-rate is generally put down to better nutrition— 
and with some reason. But there are arguments against 
this view; in America, for example, the increase has 
not been notably greater in the lower social and economic 
groups of the population !°; nor has the range of height 
at each age diminished, as it should do if the change is 
due to better nutrition, since the lower limits would 
be more affected than the upper ones.1 The secular 
trend is also much greater than any differences in the 
size of children in different social classes now or in 1880, 
so that if its cause is nutritional it is a reasonable 
supposition that some specific nutrient (or balance of 
nutrients), and not simply calorie intake, is involved. 

In this country we have not in the past paid very 
much attention to the rate of growth of our children 
or the physique of the population, and our contribution 
to international knowledge on secular changes in the 
age of menarche, for example, is practically nil. But 
interest has now been aroused, and it is data from 
Scotland, presented by Keddie,!* that enable us to give 
the most up-to-date answer to the very intriguing 
question : is this secular trend still continuing unabated, 
or is it now stopping as our nutrition gets so much better ? 
In Edinburgh and Glasgow, school-children aged 5, 9, 
and 13 have been measured regularly. since 1913, and 
Keddie has analysed these figures. In the forty or so 
years between then and now, 9-year-olds have increased 
about 3 in. in height and 7!/, lb. in weight—a rate of 
enlargement which agrees closely with the European 
and American findings. And in the years 1948-53 this 
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increase was continuing, if not quite at the same rate. 
The gain at age 9 during the recent five years was about 
1/, in. and 1'/, lb.; at age 13 it was nearly °/, in. and 
31/, lb. So even if the move to early maturity is slowing 
down a little, it is still going on, and we can expect 
children for some time yet to keep well ahead of the 
clothing manufacturers in the matter of size at a given 
age. 


MECAMYLAMINE 


ONE of the difficulties in treating hypertension with 
the ganglion-blocking agents now available is their 
variable absorption when given by mouth. This may 
lead to paralytic ileus or severe hypotension on the one 
hand, or to inadequate control of blood-pressure on 
the other. Although meticulous attention to schemes 
of dosage may largely overcome these difficulties,? 
many physicians prefer to treat the more severe cases of 
hypertension with parenteral ganglion-blocking drugs. 
The obvious disadvantage of this system is that the 
patient has to give himself two or three injections daily, 


,and he may suffer from hypotensive symptoms and other 


side-effects for one or two hours after his injection. 

The new ganglion-blocking drug, mecamylamine 
(‘ Inversine,’ 3-methylamino-isocamphane), may provide 
the answer. Unlike the ganglion-blockers previously 
used, it is a secondary amine, and is well absorbed from 
the gastro-intestinal tract. The LD,, is approximately 
the same, whether the drug is given subcutaneously 
or orally. In dogs, the carotid pressor reflex is completely 
blocked by the drug given subcutaneously in doses of 
0-5 mg. per kg.2 This dose produces severe hypotension, 
but it has relatively little effect on renal hemodynamics 
or on excretion of water and electrolytes. There is no 
evidence of peripheral adrenergic blockade. 

Recording their clinical experience with mecamylamine, 
Moyer and his colleagues * showed that in hypertensive 
patients a, given dose of the drug produced the same 
hypotensive effect whether given orally or intra- 
muscularly. The blood-pressure was reduced for periods 
of twelve to forty-eight hours. In this series, 50 hyper- 
tensive patients were treated with oral mecamylamine 
for two months or more. 4 did not respond to the drug, 
but adequate blood-pressure control was achieved in 
the others. Freis and Wilson* have confirmed that oral 
and parenteral mecamylamine are equally potent in 
hypertension. They treated 36 hypertensive patients with 
oral mécamylamine for periods of one te four months ; 
8 of these patients had malignant hypertension. Doses 
of from 3 to 90 mg. per day (usually in three doses) 
satisfactorily controlled the blood-pressure in all patients. 

The side-effects seem to be the same as those produced 
by other ganglion-blocking agents; but longer periods 
of observation are needed before this can be accepted. 
Most patients in both series complained of constipation, 
but there were no instances of paralytic ileus. Weakness, 
dry mouth, nausea, and difficulty with visual accommoda- 
tion were fairly common. Freis and Wilson found it 
necessary to stop treatment in 6 patients because of 
side-effects. In the same series there was some evidence 
that tolerance to mecamylamine could develop; in 
order to maintain a therapeutic effect, a third of the 
patients needed increasing doses of the drug. 19 patients 
in this series had previously been treated with pento- 
linium ; in general, those who had required high doses 
of pentolinium also needed high doses of mecamylamine. 
All of these patients were recording their own blood- 
pressure levels at home. 14 of them preferred mecamyl- 
amine, principally because it gave a more uniform 
reduction in blood-pressure. The combination of hydrala- 
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zine or reserpine with mecamylamine gave a slightly 
better hypotensive effect. 

If mecamylamine, which is now generally available 
in this country, can be shown to produce a more uniform 
control of blood-pressure without serious side-effects, and 
to reduce the number of patients who have to be treated 
by injection, it will certainly represent a limited advance 
in the treatment of hypertension. 


THE EASY GALL-BLADDER 


A CHOLECYSTECTOMY after repeated attacks of acute 
cholecystitis, for advanced chronic disease, or in the 
presence of jaundice can be a formidable operation ; but 
though the immediate dangers are considerable, para- 
doxically this is not the type of case which is likely to 
give disappointing results later on. The worse the 
disease, the better are the chances of permanent relief ; 
and, conversely, it is the ‘‘ mild,’’ the ‘* easy,”’ the ‘‘ cold ”’ 
gall-bladder in which the ultimate result is uncertain. 

Most poor late results after cholecystectomy fall under 
the heading of the ‘‘ postcholecystectomy syndrome.”’ This 
is an unsatisfactory label (it certainly gives no clue to the 
cause), and there is no shortage of suggested alternatives. 
‘* The literature abounds with explanations,’’ Lovell has 
recently remarked, ‘‘ and with an equally large number 
of operative and therapeutic measures to cure it.’’? 
Unfortunately, none of those explanations or attempted 
cures has so far proved altogether acceptable. Unlike 
the appendix, the gall-bladder is far from being 
a nuisance organ. It has many useful functions: the 
concentration of dilute liver bile, the regulation of 
pressure in the biliary tree, the initiation of reflexes in its 
mural plexuses; and the syndrome could be the result 
of disorder in any of these. Amongst the possible 
mechanical causes there is the painful neuroma formation 
in the cystic amputation-stump ?*; and Lovell! draws 
attention to the common finding of dense adhesions 
between the pyloroduodenal segment and the gall- 
bladder bed and suggests that omentum should be 
interposed at the original operation as a preventive 
measure. Some patients have been cured of the syndrome 
by the removal of a retained and dilated cystic duct, 
acting, as it were, as a secondary gall-bladder‘; and, 
rightly or wrongly, postoperative traumatic strictures and 
overlooked stones have often been incriminated. Despite 
this variety of abnormalities—all of which may follow 
routine cholecystectomy—none of them provides a 
complete explanation for the syndrome, and the surgeon 
who, when trying to deal with it, expects to find them 
common is ‘‘ doomed to bitter disappointment.’’! Even 
when he is led to re-explore in the hope of finding retained 
stones, he rarely finds them: and when he does, their 
culpability often remains in doubt. 

Neither are mistakes in the original diagnosis com- 
monly at the root of late postoperative trouble. Many 
diseases (cardiac ischemia, hiatus hernia, arthritis of the 
spine, hypertrophic gastritis, peptic ulcer, and diverticu- 
litis are a few) can mimic gall-bladder symptoms, but 
they should not be held responsible for the postchole- 
cystectomy syndrome. The syndrome’s principle cause, 
according to Lovell, is the faulty selection of patients 
for operation. If this is so—and many surgeons will 
agree with him that careful preoperative assessment can 
reduce the prevalence of the postoperative syndrome— 
then we must face a second paradox. If it is possible to 
select and eliminate before operation candidates for the 
postcholecystectomy syndrome, then the syndrome must 
have its origin before the cholecystectomy. This may 
well be true. Complaints attributed to a diseased gall- 
bladder may become symptoms of the _postchole- 
1. Lovell, S. H. Med. J. Aust. 1956, i, 644. 


2. Hume, R. H., Baston, R. W. Amer. Surg. 1954, 20, 698. 
ee 


3. Bartlett. M. K., McDermott, W. V New ‘Engl. J. Med. 
251, 213. 


4. Morton, C. B. Ann. Surg. 1954, 139, 679. 
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cystectomy syndrome after the gall-bladder has been 
removed: the blame may even be unconsciously shifted 
to the patient, who, in fact, should never have been 
operated on. 

The criteria for the selection of patients are not clearly 
defined, but there are several useful pointers. There is 
no doubt that poor late results are far commoner in 
patients in whom no stones are found at operation ; in 
this group Lovell puts the failure-rate as high as 65%. 
For this there is no convincing explanation. Obviously 
the shrunken fibrosed gall-bladder, full of biliary mud 
and calculi, is more likely to have been the source of 
symptoms than the organ in which only mild inflam- 
matory changes are found (a finding recorded in more 
than half of routine necropsies). Moreover, by the time 
of operation, the stone-laden gall-bladder may have 
ceased to fulfil any useful physiological function, and the 
body may have gradually adapted itself to this loss. 
But there is more than one cause for chronic chole- 
cystitis, and, though at least one of the causes can be 
eliminated by removing stones, it is unlikely that the 
stones themselves or the inflamed biliary tree alone is 
the cause of symptoms and the source of danger. The 
combination of at least these two is probably responsible.® 


The presence or absence of stones cannot always be 
established with certainty, and a more important point 
in the selection of patients is the clinical picture. Lovell 
observes: ‘‘It is increasingly recognised that unsatis- 
factory results are more common in patients who appear 
unlikely to present any technical difficulty—or, expressed 
in terms of symptoms, patients whose presenting symp- 
tom has not been real pain, but flatulent dyspepsia, 
nausea and biliousness, and migraine.’’ This is the 
patient in whom abnormal signs are often confined to 
mild tenderness under the right costal margin, in whom 
repeated radiological examinations remain equivocal, 
and who is often labelled ‘‘ biliary dyskinesia.’’ In these 
patients surgery may fail not only because the surgeon 
is unable to tackle the unknown underlying cause, but 
because he is merely removing part (and possibly not the 
most important part) of the diseased system. We often 
think in terms of stones when we should be thinking of 
stone-forming diseases; and we may be thinking too 
much of diseased gall-bladders when we should be 
thinking of diseased biliary trees. (‘‘ Stones have been 
known to move’’: and to prevent such dangerous 
migration it is justifiable to remove them and their 
source ; but, as for the second part of Macbeth’s warning, 
it is neither justifiable nor reasonable to hope that, by 
removing prominent and accessible branches, we shall 
prevent the trees from speaking.) 

Though it does not endanger life, the postchole- 
cystectomy syndrome is one of the most intractable and 
frustrating conditions the surgeon has to deal with ; and, 
as Lovell says, ‘‘ time spent in careful assessment of 
patients (before operation) is not time wasted, because 
whatever difficulties arise while the surgeon is con- 
sidering the problem carefully, these are negligible when 
compared with the difficulties of the postcholecystectomy 
syndrome.”’ It is just because the operation promises to 
be easy (and almost invariably is easy) that the surgeon, 
baffled by his patient’s vague but persistent ‘* bilious- 
ness,’’ may be tempted to say: ‘‘ Let’s whip the gall- 
bladder out and see what happens.’’ Until we know 
much more of the causes of biliary dysfunction, and the 
effects of the operation, the temptation should be 
strongly resisted. 





Tue barony conferred on Sir HENRY COHEN has been 
gazetted by the name, style, and title of Baron Cohen 
of Birkenhead, of Birkenhead in the County Palatine 
of Chester. 


5. Cole, W. H. J. Amer. med, Ass. 1952, 150, 631. 
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INTERNATIONAL CONGRESS OF GASTRO-ENTEROLOGY 


DELEGATES from all over the world met in London 
for the International Congress of Gastro-enterology on 
July 18 to 21.” This was the 5th meeting of l’ Association 
des Sociétés Européennes et Méditerranéennes de Gastro- 
entérologie, and on this occasion the British Society of 
Gastro-enterology acted as host. 


When he opened the congress in the great hall of the 
Royal College of Surgeons, Mr. R. H. Turton, Minister 
of Health, remarked that gastro-enterology was one of 
the specialties with the widest appeal; for it was a 
common meeting-ground for the surgeon, the physician, 
and the radiologist. Its appeal was even wider because 
in no other branch of medicine was the ordinary citizen, 
with his over-indulgence in eating and drinking, willing to 
be so happy a provider of material for study. Sir Harry 
PLATT, P.R.C.s., and Dr. THomas Hunt, president of the 
congress, also welcomed the 700 delegates; and Dr. 
A. H. Dovurnwatte introduced to the Minister 


Non-malignant Conditions of the @sophagus 
Normal and Abnormal Motility 


Among the deeper mysteries of clinical science is the 
function of the esophagus in health and disease, and with 
this feeling a good many of those present at the first 
session were prepared for a heavy opening barrage of 
obscurity and worse. But, as Dr. P. PorcHErR (France) 
declared, in 1956 we have a new and essential aid— 
cineradiography. Many of those puzzling snapshots 
upon which our concept of esophageal disease are based 
can now be animated and fitted into their proper place 
(albeit sometimes quite an insignificant one) in the 
moving picture of the functioning csophagus, so our 
knowledge of the organ is growing. In Paris they had 
studied 480 patients in this way. Much new light was 
being thrown on some of the chronic disorders of swallow- 
ing. (Esophageal diverticulum, for example, was shown 
to lie in a virtual pocket of resistance to the contracting 
gullet; the subjacent hypertonia constituted a _per- 
sisting obstruction to deglutition, and the diverticulum 
was the effect rather than the cause. Dr. Porcher cited 
a case of mucous-ring obstruction. This had been revealed 
by cineradiography as an organic disorder, fully explaining 
the patient’s dysphagia which had previously been 
regarded as functional. Another lesion detected by this 
technique was the ‘‘ blow-out’’ type of irregularity, at 
first sight like a diverticulum but in truth a wide-necked 
mural weakness commonly associated with dysphagia. 
Other patients showed a trachea-like ringing; but this 
and other transitory appearances such as the corkscrew 
esophagus, as Prof. A. 8. JOHNSTONE also showed, are 
common in patients with retrosternal pain and dysphagia ; 
further analysis was needed to elucidate the cause of 
such bizarre disorders. 


Professor Johnstone showed some impressively clear 
radiographs in which thickening of the esophageal wall 
could be seen. He and Prof. P. R. Allison had found at 
subsequent examinations of the excised specimens that 
such an appearance was due to conspicuous muscular 
hypertrophy involving a considerable length of the body 
of the wsophagus. Professor Johnstone threw out the 
intriguing suggestion that this might represent a com- 
pensated cardiospasm, in which function was maintained 
despite the resistance of the unrelenting cardia. In fact, 
in some cases typical cardiospasm had developed later. 
But in general the two conditions were best regarded as 
distinct entities. Cardiospasm affected females (at all 
ages) more than males. Diffuse spasm was commoner 
in men of middle and old age, and produced much more 
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the official delegates of l’Association des Sociétés 
Européennes. 

Receptions were held by H.M. Government, the 
Vice-Chancellor of London University, and the Royal 
College of Physicians. At a memorable banquet at 
Guildhall on the last night, Lord ADRIAN, 0.M., proposed 
The Congress and Dr. Hunt, in his reply, spoke also of 
The Guests. Responding, Mr. J. F. Lockwoop, PH.D., 
spoke as vice-chancellor of the university, and Dr. R. A. 
GUTMAN as president of the congress in 1954. Replying 
to Dr. DouTHWAITE, the LORD MAYOR related the distant 
past to the immediate present.—So fine a series of 
speeches is all too rarely heard. 

The main topics of the congress were non-malignant 
conditions of the esophagus and ulcerative colitis. There 
was also a session devoted to premalignant lesions of 
the alimentary tract, and another comprising a series 
of short papers on various subjects of interest to the 


gastro-enterologist. 


severe manifestations, including even acute bolus 


obstruction. 

Dr. C. F. Copgr (U.S.A.) presented a series of tracings 
of intra-csophageal pressure, and concluded that at 
rest the cesophagus is an isolated, quiet tube whose 
pressure-cycle is that of the thoracic cavity, largely 
negative, but that at the upper and lower ends a short 
zone of positive pressure is constantly found, corre- 
sponding to the special muscle formations at the crico- 
pharyngeal region and the cardia. These, he said, lose 
their pressure only when, as part of the act of swallowing, 
they initiate and conclude the wave of peristaltic relaxa- 
tion and contraction so clearly revealed by pressure- 
recording catheters at several levels in the csophagus. 
As Dr. Céde put it, the door is open and ready. In 
cardiospasm this coérdinated cycle is lost. A feeble, 
irregular, or, as Dr. PoRcHER aptly remarked, ‘‘ anarchic,”’ 
movement occurs in the body of the @sophagus; and 
moreover, in accordance with Sir Arthur Hurst’s sug- 
gestion many years ago, the cardia fails to relax in the 
absence of the organised peristaltic wave in the body of 
the csophagus. The pressure-recordings shown by 
Dr. Copr, and the cineradiographic films of other 
speakers, supported this idea. Dr. A. LAMBLING (France) 
had found much the same things in his achalasia patients. 
He added that a more regular cycle of contractions is 
regained after a successful Heller’s operation, but that 
the injection of 30 mg. of propantheline (‘ Probanthine ’) 
abolishes it. 


Achalasia and the Short Gisophagus 

Balloon kymography, said Dr. Pair1p KRAMER and 
Dr. F. J. INGELFINGER (U.S.A.) showed that the normal 
fine cycle of esophageal movements was interrupted and 
prolonged by the drug methacholine (‘ Mecholyl’), but 
that in patients with achalasia haphazard, or even absent, 
contractions gave place after 1-5-6 mg. methacholine to 
such violent contractions that in most cases the csopha- 
geal tube was expelled. This effect was also studied 
during barium-swallow X rays, and in these patients the 
vertibule (or narrowed cardiac region) regained a wider, 
more normal, appearance. No such effect of metha- 
choline could be demonstrated in other diseases of the 
cwsophagus, and it seemed that in achalasia the para- 
sympathetic innervation of the esophagus was in some 
way impaired. Added to this was the histological 
evidence of degeneration in Auerbach’s plexus. These 
two observations were in accordance with Cannon’s law, 
relating to the hypersensitivity of effectors to allied 
chemical agents when the region is denervated. Likewise 
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neostigmine produced an effect similar to methacholine ; 
‘ Belafoline,’ an anticholinergic drug, blocked the effect. 
Methanthelinium (‘ Banthine’), as Dr. Lambling had 
already stated, abolished normal movements even to the 
extent of producing an achalasia-like appearance at 
X-ray examinations. 

Dr. J. R. Trounce had come to similar conclusions as 
the result of in-vitro experiments with drugs on isolated 
strips of normal csophagus and observations on a patient 
with achalasia ; but he had found ganglion cells present 
in some patients with achalasia. On the other hand 
Prof. H. G. MoGrna (Spain) had found in material of this 
kind loss of ganglion cells and fibrosis of the wall in most 
cases. Many patients with achalasia were seen after the 
Spanish Civil War, said Professor Mogena and Dr. M. 
Ruiz (Spain). Undernourishment, and, in particular, 
thiamine deficiency, was thought to play some part in the 
causation ; indeed some patients were benefited by 
treatment with vitamin B. But most of them required 
interruption of the circular cardio-cesophageal muscle- 
fibres—-for example, by a long metallic dilator. When 
this was done, over a length of at least 10 cm., relief was 
usually complete. A similar conclusion was reached by 
Dr. A. Matm (Sweden). Nearly all patients who were 
submitted to a ‘‘ radical Heller’s operation,’ the muscle 
cut measuring 10-12 cm., experienced relief, whereas 
those in whom the cesophageal incision was shorter on the 
whole did rather badly. Dr. A. Rocua (Spain) performed 
the necessary dilatation, he said, under X-ray control, 
with the patient standing. Pain might be severe at 
first but later abated to an ache. The functional and 
radiographic end-results were good. 

Mr. N. R. Barrett showed how man’s anatomy in the 
region of the qmsophagogastric junction bears some 
relation to that of his animal cousins: the lower gullet 
might be lined with true columnar-cell gastric epithelium, 
but in all other respects it presented a normal appearance. 
The histological cardio-cesophageal junction might be 
quite high in the mediastinum, and benign or even 
malignant ulcers of the gastric type were known to arise 
in this displaced epithelium. Islets of squamous 
epithelium were commonly found in this segment, while 
oxyntic cells were normally seen only in its lower part. 
Mr. Barrett referred to an important article by Johns! 
in which metaplasia of the foregut epithelium during its 
development in the embryo was described ; this partly 
explained the appearance of gastric mucosa in the 
esophagus of man. 

From Dr. W. E. Kocu (Chile) came some interesting 
data concerning disorders of the upper-cesophageal 
function. He had found that high dysphagia may be 
associated with deformities of the nearby cervical spine 
and osteophyte formation beneath the cervical «so- 
phagus, and he also showed pictures of various folds in 
the mucosa of the anterior and lateral wall which may be 
accompanied by dysphagia. Spasm, he said, was seldom 
seen in the Plummer-Vinson syndrome, though a funnel- 
shaped narrowing was found in undernourished patients. 


The Cardiac Sphincter 

Proceeding to what might be termed the zone of 
contention, the meeting then considered the mechanism 
of the cardiac sphincter. Dr. J. Nauta (Holland) showed 
that in dogs at least there is none. Radiological examina- 
tion after placing metal markers in and outside the 
gullet and on the diaphragm, showed merely a mass 
movement with the bolus, the mucosa going farthest and 
returning last, and no sign of any cardiac-sphincter 
contraction. Regurgitation was prevented by the 
oblique sling of gastric muscle-fibres in the cardiac 
incisura or csophagogastric angle, and also by support 
from the crura of the diaphragm. A pouting rosette of 


1. Johns, B. A. E., J. Anat., Lond. 1952 86 431. 
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mucosa was seen at the cardia from the gastric aspect and 
this might also help. 

Dr. H. Monces (Spain) had studied the crura of the 
diaphragm, in relation to a radio-opaque intra-cesophageal 
balloon at the cardio-esophageal junction, and his 
conclusion was that during deep inspiration the right 
crus displaced the cardia towards the midline and this 
helped to maintain the wsophagogastric angle, and thus 
to prevent reflux. 


A mainly clinical survey was then contributed by 
Dr. A. WINKELSTEIN (U.S.A.), who asked himself a 
series of penetrating questions as to the causes and 
effects of peptic regurgitation into the cesophagus, its 
association with peptic ulcer above and below the 
stomach, bleeding, and marginal ulceration at the 
esophagus stricture as it forms (this ulceration was 
shown to occur mostly on the right side of the 
constriction). 

The question of what should be done for the patient 
with non-malignant stricture of the gillet was answered 
by Prof. P. R. Attison. After emphasising the impor- 
tance of prevention, with special reference to peptic 
cesophagitis, either by medical means or preferably by 
repair of the normal hiatal anatomy, he gave his indica- 
tions for operating on the stricture which may otherwise 
develop. Social factors must be carefully considered, 
particularly the age of the patient and how far he lived 
from a source of adequate medical care. Professor 
Allison described his own well-known method of elimi- 
nating the acid-peptic factor from the csophagus by 
exclusion csophagojejunostomy. 42 patients had been 
cured in this way. He believed that in children Brain’s 
operation—by-passing the stricture with a pedicled loop 
of jejunum—would have much to offer. In very ill 
patients a feeding jejunostomy would often save life 
and pave the way for radical operation to be undertaken 
later in safety. Professor Allison also described a most 
attractive operation by which submuscular resection of a 
short stricture of the esophagus could be done, without 
actual division of the wall, and in some cases even the 
mucosa could be spared. 


Mr. E. E. Dun top (Australia) in 146 cases of hiatus 
hernia had found that the milder cases were reversible 
with repair of the hiatal hernia, some needed resection of 
a stricture, and others were best managed by a gastrec- 
tomy as well. His preference was increasingly for an 
abdominal operation, with provision for extension of the 
transverse incision into the chest if necessary. In 10 of 
his cases carcinoma had developed; and in 1 of these 
the appearance, both on X-ray and direct examination, 
had been no more than that of simple stenosis. In these 
cases the operative mortality was as high as 40%. 
Bleeding might be a serious complication even from 
esophagitis alone, as Dr. Winkelstein had already stated. 
Vagotomy for peptic reflux was disappointing by reason 
of the gastric stasis it induced, but a simple gastro- 
jejunostomy had in his experience been followed by a 
steady improvement in the wsophageal condition once 
the acid-peptic factor had been thus lessened. 


In children, Mr. R. H. R. Betsey declared, reflux 
esophagitis is very often misdiagnosed. Many of his 
patients had found their way to him after months or 
years of treatment for a condition other than that from 
which they really suffered. @sophagoscopy soon 
decided the state of the esophagus, however, and radical 
operation was followed by a return to normal life in 
nearly every case, though a preliminary gastrostomy 
might be needed. 


Premalignant Conditions 


A session devoted to the origins of malignant disease 
of the gastro-intestinal tract produced several contribu- 
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tions of importance. In considering why the Japanese 
should suffer most, and the North American whites least, 
from cancer of the stomach, Dr. RicHarp DOoLu discussed 
soil factors, diet, aleohol, and possible protective factors 
with objective and impartial ease. No definite conclusions 
are possible at present. 


Prof. A. Bonapies (Italy) followed with some thoughtful 
clinical considerations. Gastroscopy, with its fleeting 
images, he described as a cruel disappeintment in diag- 
nosis ; but it might offer some support to the radiological 
findings, which remain the mainstay. Examination of 
the gastric juice for malignant cells promised help in 
some cases, particularly where the nature of an ulcer was 
in doubt. 


At St. Mark’s Hospital, London, said Dr. C. E. Duxgs, 
they had collected much information about sixty families 
with hereditary intestinal polyposis. Among 1200 
members questioned no fewer than 234 had the disease 
in an active form, usually by early adult life, and cancer 
had developed in 167, on an average fifteen years after 
recognition of the predisposing condition. He also 
described the so-called benign epithelial tumour, and its 
‘* rake’s progress,’’ by stages, to invasive cancer. Chronic 
ulcerative colitis was now recognised as a cancer pre- 
eursor; in Dr. Dukes’s experience the risk was about 
5% at about ten to fifteen years after the onset of the 
colitis. -With the modern trend towards earlier resection 
more early and curable growths were being removed. 
Cancer seemed to develop in the healing phase 
of ulcerative colitis, when the patient was on the 
mend. 


The Papanicolaou technique was described in its 
relation to the cancer risk in chronic ulcerative colitis by 
Prof. J. B. Kirsner (U.S.A.). With beautiful colour 
slides of the several cell appearances he distinguished the 
abnormal cells of the still benign condition (such as the 
bland gastric cell in pernicious anzmia) from the active, 
dense, palisaded cells of cancer which are so similar to 
those seen in the repair stage. In this the audience 
were reminded of the same impression gained by Dr. 
Dukes in the study of resected specimens. These cells 
were not seen in the other common destructive diseases 
of the gastro-intestinal tract, so their appearance could 
be taken as diagnostic. 


As to precancerous lesions of the stomach, this difficult 
subject was ably discussed by Dr. R.A.GUTMANN (France). 
He considered that chronic gastritis in its usual form is 
not such a lesion, though a patchy gastritis either around 
@ macroscopic carcinoma or on its own may be found 
to have a suggestive histological pattern. Chronic peptic 
ulcer was a common precursor ; perhaps some such ulcers 
were malignant in a local degree for many years. A gastric 
ulcer which did not heal or diminish in size in response 
to adequate medical treatment should be regarded as 
potentially cancerous. 


Intestinal metaplasia of the stomach mucosa must 
now be recognised, said Dr. B. C. Morson, as a pre- 
malignant condition. It was sometimes found in simple 
ulcer of the stomach and duodenum, but it was almost 
always present in cancer, closely following the neoplasm 
in its distribution in the various parts of the 
stomach. It was very noticeable in pernicious anzmia, 
and, as Dr. Doll had pointed out, in certain oriental 
populations known to be vulnerable to gastric 
carcinoma. 


Gastric analysis of over 3500 symptomless patients 
had been undertaken in Minneapolis, said Dr. A. 
THaL (U.S.A.). 86% of patients with carcinoma 
were found to have low acidity or achlorhydria. But 
only 38 cases of cancer were found in this large 
series. 
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Short Papers 
The short papers included several of unusual interest. 


PROGNOSIS IN HEPATIC COMA 


Dr. SHEem~A SHERLOCK said that most patients with 
acute hepatitis in whom hepatic coma developed died; 
but in chronic cirrhosis, particularly where the precipi- 
tating cause could be removed, recovery was to be 
expected : when a patient with a large portal-systemic 
venous shunt went into hepatic coma this stopped him 
taking in protein and he then recovered consciousness. 


BLOOD-AMMONIA LEVELS 


Dr. A. Varay (France) described the measurement of 
the rise in blood-ammonia, in response to injected 
ammonium chloride, as a useful test of liver function. No 
such rise occurred in healthy people. No neurological 
changes had been seen during the tests; the raised 
blood-ammonia in liver failure did not explain the coma, 
but only accompanied it as a readily measurable feature. 


INHIBITION OF ACID FORMATION 


The direct inhibition of hydrochloric-acid formation in 
the parietal cells of the stomach was the subject of two 
papers. Dr. DourHwaitTE had used mersalyl by gastric 
lavage, and Prof. F. HoLttanpEr (U.S.A.) acetazolamide 
(‘ Diamox ’) both by mouth and by intravenous injection. 
These agents probably acted by interrupting the libera- 
tion of hydrogen ions by carbonic anhydrase. Unfor- 
tunately it was not yet possible to maintain a sufficient 
concentration of these drugs in the parietal cells of the 
stomach to achieve a long-term increase in the pH of the 
gastric secretion. 


THE SHAY HYPOTHESIS 


The Shay hypothesis—that gastric emptying may be 
slowed by the addition of further hydrochloric acid—had 
been confifmed by Dr. J. N. Hunt, in young healthy 
people and in 9 out of 11 patients with duodenal ulcer. 
The normal response to adding acid in the concentration 
of 20 m.eq. per litre (i.e., pH 2) was found to be a reduc- 
tion in acid secretion, but some patients with duodenal 
ulcer responded by producing further acid. 


¢ 


Ulcerative Colitis 


Dr. H. L. Bockxus (U.S.A.) and Dr. E. R. CULLINAN 
analysed two large series of cases of ulcerative colitis. 
Lesions of limited length were commonly found in the 
milder cases, particularly in proctocolitis, although a fair 
number progressed to involve the whole colon. On the 
other hand remissions were common, and these often 
raised hopes of a cure. In actual fact very few patients 
were cured by medical treatment. Dr. Bockus had seen 
no three-year cures. In 125 cases there were 80 examples 
of pseudopolyposis, 30 strictures, and 6 carcinomas, and 
anal lesions developed in 23. He had seen temporary 
acute dilatation of a part of the colon, and had thought 
that this was due to toxic destruction of the ganglion 
cells of the mesenteric plexus, for it regressed with anti- 
bacterial treatment. Systemic complications included 
arthritis (25 cases) and liver disease (12 cases). The 
only patients that did well were those chosen for surgical 
treatment. 


Dr. CULLINAN, in 346 cases, had found that most of the 
patients were aged 20-50 at the onset, had previously 
been healthy, and had no family history of this disease. 
Psychological factors were important, and so was preg- 
nancy ; indeed, in 25% of the women symptoms had 
begun during pregnancy. Patients in whom the whole 
colon was involved could seldom work, and 15% died 
during the year of the survey. He described a “‘ toxic ”’ 
triad of anemia, leucocytosis, and systemic complica- 
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tions. In cases with two of these features the mortality 
was over 30%, but in cases with only one of these features 
it was much smaller. 2 rectovaginal fistula had developed, 
but both healed. Carcinoma might develop after as long 
as eight years, and in 1 case it was discovered in a 
defunctioned colon. 


A thoughtful exposition on the psychological aspect of 
ulcerative colitis was given by Dr. J. J. GRoEN (Holland). 
He paid tribute to the late Dr. Cecil Murray who was 
the first to suggest the association of certain personality 
traits with this disease. Objective psychological tests 
supported this concept, further evidence for which might 
be drawn from the known influence of nervous control 
on the vessels, muscles, and glands of the colon even 
in normal health. Dr. Groen showed some intriguing 
pictures of a colostomy, its movements and its colour 
changes, in a patient with ulcerative colitis, during a 
psychiatric interview. At one point, tiny hemorrhages 
were provoked by mention of a certain tender topic. 


In this connection Dr. R. Catran (France) reported 
that he and his co-workers, realising that occasional 
spontaneous remissions and even cures do occur, and 
assuming that some measure of abnormal nervous stim- 
ulation might be a cause of chronicity and relapse, had 
tried the effect of electrocauterisation leucotomy of the 
prefrontal lobe, the inferomedial white fibres being 
divided. Pain and hzemorrhage had been reduced ; many 
patients had entered a quiescent phase during which 
it became possible to undertake any necessary local 
surgery. 

A somewhat similar réle, it seemed, might be played 
by corticotrophin, according to Dr. C. WILMER WIrTs 
(U.8.A.) who had treated 49 patients, mainly with the 
relapsing type of colitis, with good results in 38 ; relapse 
ensued early in 19, and later in 14. Re-treatment was 
not so effective ; in such cases he administered cortisone 
or, more recently, prednisone. 


The congress ended on a note of high controversy, 
during which speakers of international repute presented 
convincing but nevertheless entirely conflicting views. 
Unfortunately the impact of it all was confined to the 
minds of those listening, for there was no time for informal 
discussion. At all events, with the memory of Dr. 
Bockus’s gloomy view of medical management fresh in 
their minds, the audience received a totally different 
impression from Dr. J. A. BarGen (U.S.A.), a pioneer 
in the investigation of this disease, who, though himself 
from the Mayo Clinic, home of cortisone and cradle of 
surgery, denounced both in the treatment of ulcerative 
colitis, except for certain specific general and local 
complications. By 1952, of 124 patients with ileostomy 
54 had died. The acute, fulminating relapse was best 
treated medically ; and so was the chronic, pseudopoly- 
poid and fibrotic form, with stenosis of the rectum, for 
which dilatation was the best treatment. Even recto- 
vaginal fistule had sometimes healed. In fact, the 
irreversibility of chronic ulcerative colitis was a surgeon’s 
concept. Dr. Bargen advocated the use of an apparently 
specific remedy: salicylazosulphapyridine. Like Dr. 
Groen, he had witnessed the effect of events on the disease 
as exposed in a colostomy, and he showed impressive 
colour photographs of the complete resolution of the 
colitis during treatment with this drug. In other cases 
the radiological appearances suggested the return of 
normal haustration to the previously tubular colon; in 
such patients the disease had apparently left them 
completely. Support for this happier view of the disease 
was provided by the Mayo Clinic’s figures for life expect- 
ancy ; of 2000 patients with this condition seen between 
1918 and 1937, 57-8°% were still alive at a time when a 
similarly composed control population had fallen to 
79-3%. 
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Prof. NanNA Svartz (Sweden) had a very similar 
message. She too used azopyridine whenever possible, 
systemically and often in the form of an enema. Of 
119 patients treated with this substance between 1944 
and 1949, 96 showed improvement, though 6 died of 
carcinoma of the colon. Of her whole series of 455 
patients seen between 1940 and 1955, 380 recovered or 
were very much better. The total incidence of colon 
cancer was 3-1%. That this was not a selected series of 
mild cases was suggested by the fact that it was estimated 
that in 60° of them more than half of the colon 
was involved. 


Prof. J. G. GOLIGHER discussed the surgery of ulcerative 
colitis. This, he said, had evolved in a very few years 
from simple diversion of the ileal contents to its present 
radical form. One reason for this was the risk of cancer, 
and he recalled that Dr. Bargen in 1928 had been the 
first to point this out. The other was that ileostomy 
alone so often failed, particularly in toxic cases and in 
acute, dangerous phases of the disease. Since the early 
example of Gavin Miller and his colleagues in Montreal 
it had become standard practice among surgeons to 
remove the colon, and with it the area of sepsis and the 
perforation risk. In 1952 his analysis of the 60 cases 
treated in St. Mark’s Hospital, London, by ileostomy 
showed an over-all mortality of 21%. Although since 
then more had been learnt about blood electrolytes and 
their replacement, there was no doubt that even among 
surviving cases the results of primary colectomy were so 
much better that it had been generally adopted. Among 
74 cases thus treated at St. Mark’s Hospital the mortality 
in 1954 had been only 2-7%. Delay in operating might 
increase the risk, and so might the use of cortisone which, 
as Dr. Bargen had said, was almost a drug of addiction 
to such patients and could not easily be withdrawn even 
when it was doing harm. Three methods were in current 
use. Firstly, ileostomy, colectomy, and suprapubic 
colostomy of the distal sigmoid stump, with removal of 
this and the rectum a few weeks later. This was safe 
but many surgeons now preferred the second method 
—removal of the rectum at the first operation. Thirdly, 
the operation of greatest attractiveness to the patient 
—colectomy with reconstruction by an ileorectal anast- 
omosis. But he had come to the conclusion that so 
seldom would the condition of the rectum permit this 
that it was usually better to avoid the risk of a dangerous 
rectal recurrence and to excise it as well, even though 
he, like other British surgeons, had several outstandingly 
satisfied patients treated by anastomosis. 


Mr. B. N. Brooke showed how great could be the 
benefits of ileostomy and how little the handicap it 
imposed. In his personal series of 126 patients there 
was an operative mortality of 9%. A questionnaire, 
returned complete by most of the patients, indicated 
that the great majority were satisfied on the basis of 
general health, activities, pastimes, body-weight, diet, 
and the behaviour of their ileostomy. Mr. Brooke showed 
how, with his eversion type of ileostomy, and fixation 
of the mesentery to the lateral abdominal wall, prolapse, 
retraction, and stenosis were practically eliminated, and 
the fitting of the ileostomy bag was made easy. 


Dr. N. F. CoGutit had estimated the water, sodium, 
and potassium losses of 50 patients before and after 
ileostomy, and presented a formula by which the norm- 
ality of the urinary and fecal output could be judged. 
Using labelled sodium and potassium he had shown that 
the sodium loss from the colon or ileostomy was pro- 
portional to the bulk of the feces, and that normally 
they fell together during the early postoperative days. 
This simple method of investigation had proved most 
useful in the preparation and aftercare of patients as well 
as affording further understanding of the disease. 
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Special Articles 


REMUNERATION OF DOCTORS 


Claim on behalf of General Practitioners and 
Hospital Medical Staffs 


Last week we published a letter from the Ministry of 
Health saying that in present circumstances the Minister 
and the Secretary of State for Scotland would not feel 
justified in giving consideration to any claim for a 
general increase in medical remuneration. This was the 
Government’s response to the case recently presented 
to them by the Joint Negotiating Committee in the 
following terms : 


OUTLINE OF THE CASE 


1. The history of the claim of the medical profession 
for adequate remuneration under the National Health 
Service begins for general practitioners with the Spens 
Committee on the remuneration of general practitioners, 
and for hospital medical staffs with the Spens Committee 
on the remuneration of consultants and specialists. It 
is desirable at the outset to recall the terms of reference 
with which these committees were appointed : 


General Practitioners 

“To consider, after obtaining whatever information and 
evidence it thinks fit, what ought to be the range of total 
professional income of a registered medical practitioner in any 
publicly organised service of general medical practice; to 
consider this with due regard to what have been the normal 
financial expectations of general medical practice in the past, 
and to the desirability of maintaining in the future the proper 
social and economic status of general medical practice and its 
power to attract a suitable type of recruit to the profession ; 
and to make recommendations.”’ 


Consultants and Specialists 
“To consider, after obtaining whatever information and 
evidence we thought fit, what ought to be the range of total 
professional remuneration of registered medical practitioners 
engaged in the different branches of consultant or specialist 
practice in any publicly organised hospital and specialist 
service ; to consider this with due regard to what have been 
the financial expectations of consultant and specialist practice 
in the past, to the financial expectations in other branches of 
medical practice, to the necessary postgraduate training and 
qualifications required and to the desirability of maintaining 
the proper social and economic status of specialist practice 
and its power to attract a suitable type of recruit, having 
regard to other forms of medical practice; and to make 
recommendations.”’ 
2. We desire to draw particular attention to the 
following passages in the terms of reference : 
General practitioners.—‘‘ To consider this with due regard 
. to the desirability of maintaining in the future the 
proper social and economic status of general medical 


practice...” 
Consultants and specialists.—‘‘ To consider this with due 
regard . . . to the desirability of maintaining the proper 


social and economic status of specialist practice .. . 


3. The committees, after indicating that they propose 
to make their recommendations in terms of the 1939 
value of money, proceed as follows : 

General Practitioners 

“* We leave to others the problem of the necessary adjust- 
ment to present conditions, but we would observe in this 
connection that such adjustment should have direct regard 
not only to estimates of the change in the value of money 
but to the increases which have in fact taken place since 
1939 in incomes in other professions. In our judgment, it is 
only if corresponding changes are made in the incomes of 
general practitioners that the recruitment and status of their 
profession will be maintained as against these professions.”’ 
(Report para. 6.) 

Consultants and Specialists 

““ We leave to others the problem of the necessary adjust- 
ments to present-day values of money, but we desire to empha- 
sise as strongly as possible that such adjustments should have 


direct regard not only to estimates of the change in the value 
of money but to the increases which have in fact taken place 
since 1939 in incomes both in the medical and in other pro- 
fessions. In our judgment it is only if corresponding changes 
are made in the incomes of consultants and specialists that the 
recruitment and status of the various branches of specialist 
practice will be maintained.” (Report para. 2.) 


4. The general practitioners and the consultants and 
specialists all entered the National Health Service on the 
basis of assurances by the Government that full effect 
would be given to the recommendations of the Spens 
Committees. In this connection, we refer in particular to 
the following : 


General Practitioners 

““The Minister desires to make his attitude to the Spens 
Report quite clear. He fully accepts the substance of the 
recommendations upon the general scope and range of remun- 
eration which general practitioners should enjoy in a public 
service.” (Letter dated July 22, 1946, from the Permanent 
Secretary to the Ministry of Health to the British Medical 
Association.) 

““T say to the House quite seriously that when the final 
payments for the period 5th July last to 31st March, 1949, have 


- been made we shall then be able to see whether the remunera- 


tion of general practitioners does, in fact, accord with the 
Spens recommendations. If it does not, the arrangements 
will be reviewed to see what adjustments are necessary to give 
effect to those recommendations.”’ (Parliamentary Secretary 
to the Ministry of Health, House of Commons, Jan. 21, 
1949.) 
Consultants and Specialists 

“The Report [i.e., the Report of the Spens Committee on 
the remuneration of consultants and specialists] will be 
available to Honourable Members, I hope, tomorrow afternoon. 
T should like to add that the Government accepts the recom- 
mendations in principle ...’’ (Minister of Health, House of 
Commons, June 3, 1948.) 


5. Quite clearly, therefore, these recommendations of 
the two Spens Committees, as accepted by the Govern- 
ment, constituted from the beginning the basic terms 
governing the engagement of both the general practi- 
tioners and the consultants and specialists in the National 
Health Service, and so determined the contractual 
obligations of the Minister in relation to the remuneration 
of members of both branches of the profession engaged in 
the service. One of the most important of these terms 
was, of course, the right to have a “‘ betterment factor ”’ 
applied to the various scales of remuneration specifically 
recommended by the two committees. 

Further, this provision as to betterment also applied 
to those in the lower grades of the hospital medical 
service whose scales of remuneration were also covered 
by the Spens Committee report relating to consultants 
and specialists (see para. 3 of that report). Consequently 
in the following parts of this Case references to consul- 
tants and specialists should be taken as including those 
other members of the hospital staffs who fall within the 
scope of the recommendations of that report. 


6. When, however, the Minister came to implement 
these recommendations he adopted a ‘“ betterment 
factor ’’ of his own choosing for the purpose of translating 
net income in terms of the 1939 value of money to net 
income in terms of the 1948 value of money. From the 
inception of the service, however, both branches of the 
profession made it quite clear that they did not accept 
the Minister’s chosen betterment factor as constituting 
an adequate reflection of changes in the value of money 
and improvements in the remuneration of other profes- 
sions between 1939 and 1948. At a meeting with officers 
of the Ministry on Jan. 26, 1949, the representatives of 
the profession (following expert advice on the point) put 
forward the factor of 85% as the appropriate betterment 
factor for the purpose of translating remuneration 
expressed in 1939 values into equivalent values as at the 
end of 1948. 

General Practitioners 


7. So far as the general practitioners were concerned, 
the difference between them and the Ministry focused 
itself upon the question as to what should be the size of 
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the Central Pool. This question involved a variety of 
issues, but the most important single issue was “‘ better- 
ment.’’ When Mr. Justice Danckwerts was appointed by 
agreement between the profession and the Minister to 
adjudicate upon the size of the Central Pool his terms of 
reference were as follows : 

“To determine the size of the Central Pool after taking 
account of remuneration from all other sources received by 
general practitioners, in order to give effect to the recom- 
mendations of the Spens Committee, having regard to the 
change in the value of money since 1939, to the increases which 
have taken place in incomes in other professions, and to all 
other relevant factors.” 


8. The decision of Mr. Justice Danckwerts was that 
for the purpose of reflecting the changes which had taken 
place between the year 1939 and the year 1948 the 
appropriate betterment factor was 85% for 1948, and 
100% for the year 1950-51. His final award was accord- 
ingly made on that basis and that decision was accepted 
both by the general practitioners and by the Minister. 
Accordingly it can now be taken that, in the result, the 
method of calculating the size of the Central Pool already 
properly reflects all changes in the value of money, 
and in the remuneration of the professional classes 
generally, that have taken place up to (but not after) 
March 31, 1951. 


9. The important point to appreciate, however, is that 
it is obvious that before making his final award Mr. 
Justice Danckwerts first had to decide one preliminary 
but fundamental question. This was whether, on their 
true construction, the Spens recommendations meant 
that if the betterment factor to be applied was one that 
might to a material extent vary from time to time 
during the period being considered, due effect would have 
to be given to each such variation if and when it occurred. 
That this was one of the questions in issue is abundantly 
clear, because it was stated to be so in various places in 
the written Statement of Case submitted by the General 
Medical Services Committee. 


One instance is in para. 24(b); another is in para. 25(l) of 
that Case. It was also impliedly raised in paras. 14 and 38 
of that Case, and was referred to again in para. 2 of the com- 
mittee’s reply to the written Case submitted by the Ministers. 
In fact in the Supplemental Case also submitted by the 
Ministers (which was a reply to the committee’s main Case) 
the Ministers did not deny that this particular point was one 
of the matters in issue. On the contrary in para. 8 of that 
Supplemental Case they tacitly assumed that it was, merely 
confining themselves to an assertion that it was impracticable 
to make adjustments of the “‘ betterment factor ”’ so frequently 
as quarterly, 


10. At any rate it is manifest that Mr. Justice Danck- 
werts did take this preliminary question into considera- 
tion, and decided it in the affirmative, for it is only on 
that footing that his final award could have applied one 
betterment factor for 1948 and a different and higher 
one for 1950-51. It can therefore be taken that it has 
already been determined on judicial authority that where 
circumstances in other years are such as to require it, the 
betterment factor for the time being in operation must 
then be adjusted, so as to ensure that the contractual 
obligations of the Ministers arising from the Govern- 
ment’s acceptance of the Spens recommendations are at 
all times kept fully implemented. 


Consultants and Specialists 


1l. It is appreciated, of course, that the Danckwerts 
award was concerned only with the general practitioners, 
but since, so far as the betterment factor is concerned, 
the recommendations of both Spens Committees were 
identical, and seeing that the consultants and specialists 
also entered the service on the basis of those accepted 
recommendations, it must follow that they also stand on 
exactly the same footing in the present respect as the 
general practitioners. Nevertheless in view of the different 
course that events actually took in relation to the 
consultants and specialists, and especially as_ their 
interests were dealt with by a committee different from 
that which represented the general practitioners, it is 
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desirable to refer to their position in somewhat greater 
detail. 


12. The reason for the separate representation of the 
general practitioners and of the consultants and specia- 
lists was mainly because the Spens Committee dealing 
with consultants and specialists was not in fact appointed 
until about a year after the other Spens Committee had 
actually reported, and in any case many of the detailed 
questions that arose in the one case did not arise in the 
other. 


13. The Spens (Consultants and Specialists) report was 
not published until May, 1948, more than two years later 
than the publication of the other Spens report; and 
since the service was then due to begin about two months 
later, there was obviously inadequate time to reach final 
agreement on the various questions which the second 
Spens report left to be subsequently resolved. In conse- 
quence, and although the Minister of Health had publicly 
announced the Government’s acceptance of the recom- 
mendations of that report, the consultants and specialists 
originally entered the service on an interim basis, leaving 
the subsequent settlement of the qtestions left out- 
standing in their case to be effected at a later date. In 
the early part of 1949, therefore, negotiations with this 
end in view were opened between the Ministry of Health 
and the Joint Consultants Committee acting on behalf 
of all grades of hospital medical staff. 


14. During these negotiations the Ministry of Health 
put forward draft terms of service for hospital medical 
staff, and these were stated by the Ministry to be based 
on the Spens (Consultants and Specialists) report. As 
already stated above, in proposing the scales of remun- 
eration contained in these terms the Minister had applied 
a “ betterment factor ” of his own choosing, and despite 
protests by the Joint Consultants Committee that the 
higher factor of 85% should be taken for the year 1948, 
the Minister would not give way. This was natural, 
because in this respect he was merely following the same 
course he was then pursuing in the case of the general 
practitioners. 


15. Eventually, however, the Joint Consultants Com- 
mittee felt itself compelled to advise hospital staffs to 
accept contracts based on the terms so proposed, subject 
to certain modifications which the Minister had already 
accepted. Accordingly in June, 1949, these terms were 
published by the Minister under the title of ‘‘ Terms and 
Conditions of Service of Hospital Medical and Dental 
Staff (England and Wales),”’ and similar terms were also 
published in relation to Scotland. Generally speaking all 
these terms operated as from the previous July 5, 
1948. 


16. It must nevertheless be borne in mind that the 
contracts so to be entered into were not for any fixed 
term or period. Consequently the individual contract of 
any particular consultant or specialist could be deter- 
mined by either side at any time thereafter, subject only 
perhaps to some reasonable length of notice. 


17. In these ‘“‘ Terms of Service’”’ relating to consul- 
tants and specialists and other hospital medical staff it 
is to be observed that, so far as the ‘‘ betterment factor ”’ 
was concerned, the salary ranges adopted were only 
about 20% higher than those recommended by the Spens 
(Consultants and Specialists) Committee in terms of 
1939 values of money. In other words the Minister had 
declined to accept the higher ‘‘ betterment factor ’’ for 
1948 of 85% that had been put forward by both branches 
of the profession, although this higher rate was later to 
be confirmed by the Danckwerts award as being the right 
one to adopt for the purpose. 


18. It was also stipulated that machinery in the form 
of a Whitley Committee would be set up to deal with 
future disputes. In view of this and since the Consultants 
Committee was aware that the general practitioners were 
still pressing their own claim for the adoption of a more 
realistic ‘‘ betterment factor ’”’ in relation to 1939 money 
values, it seemed to that committee that this particular 
question could for the time being remain where it was, 
and await the final outcome of the general practitioners’ 
claim on the point. 
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19. Then, in March, 1952, came the Danckwerts 
award. In addition to providing striking confirmation of 
the justice of the original claim for an 85% betterment 
factor for 1948,.it also took that factor to have been 
increased to 100% in 1950-51. 


20. This made it apparent that an adjustment was also 
necessary in the remuneration of the consultants and 
specialists, if only because it was now clear that the 
Government had never applied the correct betterment 
factor to this branch of the service. Further, the accep- 
tance by the Government of the Danckwerts award for 
general practitioners destroyed the proper balance 
between the levels of remuneration in the two branches 
of the service. 

21. By this time, and as a result of the agreement 
adopting Whitley Committee machinery, claims on behalf 
of the consultants and specialists fell to be made by the 
staff side of Committee B of the Medical Whitley Council. 
Accordingly, in June, 1952, the staff side of Committee B 
put forward a claim for the application to consultants and 
specialists of the measure of betterment which the 
Danckwerts award had shown to be now necessary in 
their case also, if proper effect was to be given to the 
recommendations of the Spens Committee relating to 
them. In an interview which took place between the 
Minister and the staff side of Whitley Committee B on 
Oct. 1, 1952, however, the Minister made it clear (a) that 
the Government would not at that stage give effect to a 
claim for the consultants and specialists based on the 
application of the betterment factors determined by 
Mr. Justice Danckwerts; and (6) that the Minister was 
not prepared to go to arbitration on the betterment issue. 
In support of his attitude the Minister relied in part on a 
statement made in Parliament by the Chancellor of the 
Exchequer when accepting the Danckwerts award, which 
so far as material was-as follows : 


“T want to make it clear that the terms of reference of 
Mr. Justice Danckwerts’ Award were confined solely to the 
question of the remuneration of general practitioners in the 
N.H.S. and his award has no wider application. In accepting 
the results of the adjudication, which was of an exceptional 
nature, the Government have by no means adopted the view 
that similar adjustments in other fields should follow. In 
their view, there is no justification for any assumption that the 
appropriate standard of remuneration for the professional 
classes is a rate of 100 per cent. above that in force in 1939. 
They consider that remuneration should be determined in the 
light of all relevant circumstances.” (Hansard, July 3, 
1952.) 


22. That statement was of course entirely ex parte, and 
if it was intended to mean that hospital medical staffs 
were not entitled to be remunerated on the basis of their 
own Spens report, it was inconsistent with the under- 
standings on the basis of which the hospital medical 
staffs entered the service. 


23. Obviously the Minister’s attitude referred to above 
put the staff side of Committee B in considerable difficulty 
as to the course they should subsequently follow. Never- 
theless they determined to continue negotiations with a 
view to obtaining at least some measure of equivalent 
adjustment for the consultants and specialists. It is 
hardly necessary to recount the progress of those negotia- 
tions, or the various contentions and claims put forward 
by one side or the other during the course of them. It is 
sufficient to say that in the end something in the nature 
of a compromise was arrived at, under which certain 
increases in remuneration were to take effect on and after 
April 1, 1954. But what should be pointed out at: this 
stage is that, unlike the case of the general practitioners, 
these hdjustments were to have no retrospective applica- 
tion, notwithstanding that the compromise was arrived 
at on the same basis as that which the Danckwerts award 
had provided for the general practitioners—namely, 
that it covered and took into account such adjustments 
as were applicable up to the end of March, 1951. 

24. In view of this, and of the subsequent amendment 
by the Industrial Court in the case of the scales applicable 
to senior hospital medical officers, the consultants and 
specialists are prepared to agree that the result of this 
settlement was that, so far as the proper “ betterment 
factor’ applicable up to the end of March, 1951, is 


ARTICLES [yuLy 28, 1956 191 


concerned, they must be treated as having been put in 
substantially proper balance with the general practitioners 
as at March 31, 1951. Nevertheless throughout the 
negotiations leading up to the settlement, the staff side 
of Committee B had insisted that the main matter in 
dispute was the application of the Spens betterment 
factor and, when the settlement was arrived at, they 
made it clear that it in no way implied that they were 
giving up their basic contractual right to further ‘“* better- 
ment ”’ in the future, should circumstances warrant such 
a variation. Thus, in a speech made to the Central 
Consultants and Specialists Committee on April 28, 1954, 
in which he explained the circumstances under which the 
settlement came to be arrived at, Sir Russell Brain, the 
chairman of the Joint Consultants Committee and of the 
staff side of Whitley Committee B, said : 


‘“‘ Nothing in this settlement has altered the position with 
regard to a claim based upon the recommendations of the 
Spens Consultants Committee on cost of living betterment. 
The attitude of the present Government has been stated 
above, and the Staff side has never been asked by the Manage- 
ment Side to accept the present agreement in satisfaction of 
its betterment claim.” 


25. So far as the consultants and specialists are con- 
‘cerned, therefore, their position in relation to the better- 
ment factor is exactly the same as that of the general 
practitioners. Both groups entered the service on the 
basis of the Government’s assurance that the Spens 
recommendations were accepted. As regards both groups, 
therefore, these recommendations constituted the basic 
terms of their engagements, and accordingly became 
basic contractual obligations of the Minister in relation 
to them. As regards the betterment provisions of these 
recommendations they have been judicially determined 
to require that there shall be periodical revaluations of 
that factor if and when circumstances show that it has 
changed to some material extent, and that the scales of 
remuneration shall be altered to accord with any such 
change. Finally, both groups have in fact already had 
adjustments to give effect to changes which have 
occurred up to March 31, 1951, but not the further change 
which has since occurred. 


The Claim 


26. With the above general statement of the position 
the general practitioners and the hospital medical staffs 
claim that circumstances are now such as to require that 
adjustments should be made in the level of remuneration 
of both branches of the profession in order to take account 
of changes which have taken place since March 31, 1951. 
April 1, 1951, is therefore taken as the starting-point for 
the purpose of the comparisons hereafter made. 


27. The claim is based on movements which have 
taken place since April 1, 1951, in the value of money, 
which movements may be generally dealt with under the 
head of “ inflation.”” The validity of the claim is also 
supported by reference to the second aspect of the 
betterment factor, namely, the movements which have 
taken place since April 1, 1951, in remuneration in other 
occupations. These will be dealt with under the general 
heading of Comparative Incomes. Fairly complete 
statistics are available to illustrate both the progress of 
inflation and these movements in comparative incomes 
up to April, 1956. 


INFLATION 


28. Since 1946 progressive inflation has been inter- 
rupted by only two periods of relative stability. The first 
was in or about the year 1948-49, before the devaluation 
of sterling. The second was from mid-1952 to early 1954. 
The progress of inflation, with these two periods of 
comparative respite, is shown by a chart and table * 
which indicate that the increases in market prices 
between April, 1951, and April, 1956, is 24%. Further- 
more it will be seen . . . that in the last two years the price 
rise has gathered momentum. 


* Seven statistical tables and seven charts, prepared by 
Prof. R. G. D. Allen, are attached to this document. 
They are reproduced, with it, in the Supplement of the 
current British Medical Journal (July 28). 








192 THE LANCET] SPECIAL 


29. Starting early in 1954, the inflationary movement 
has spread with increasing force through the whole 
economy, affecting all forms of prices, costs, and incomes. 
Another chart and table show that the value of con- 
sumers’ expenditure increased by 63% between 1953 
and 1954, while during the same period real consumption 
rose by 43%, and market prices by 19%. Between 
1954 and 1955, consumers’ expenditure rose by 6-7%, 
but during that period real consumption rose by only 
31% whilst market prices rose by 35%. The con- 
trast between the two years represents the gathering 
momentum of inflation. 


30. The evidence . . indicates clearly that prices 
generally in April, 1956, were 24% higher than on April 1, 
1951, and that the value of money was correspondingly 
less in 1956 than in 1951. This variation in the value of 
money is of material extent and it establishes therefore 
the need for a further adjustment of the betterment 
factor, and a consequential increase in the scales of 
remuneration of both branches of the profession. 


COMPARATIVE INCOMES 


31. An increase based solely on rises in prices, however, 
would not give an increase in the betterment factor 
sufficient to comply with its requirements in relation to 
comparative incomes. In approaching this subject of 
comparative incomes, however, it is necessary to bear in 
mind that the medical profession represents a number 
of widely diversified groups, both as regards levels of 
remuneration and as regards types of work. 


Levels of remuneration may extend from the house-officer 
with earnings of the order of £500 per annum to the senior 
consultant with earnings of the order of £5000 per annum. 
Types of work may vary between general practice, whole-time 
salaried work in a hospital, and part-time consultant work. 
Within the various groups there are diversities according to 
seniority and place on the scale of promotion, and also accord- 
ing to the places and conditions of work. The only fact that 
really brings these many different groups together is their 
common membership of the medical profession and the fact 
that every individual member of all the different groups is a 
person who has been required to undertake a long and arduous 
training leading from medical school or university entrance to 
postgraduate level. 


Consequently it is essential that the comparisons which 
have to be made should be widely based, and should 
exclude the medical profession itself. The material used 
in the following paragraphs is therefore drawn from a 
variety of other professions and occupations. 


32. Increases in incomes between April, 1951, and 
April, 1956, are illustrated by the material shown in 
further charts and tables. In that period wage-rates for 
men rose by 34% while earnings per head rose by even 
more, both for wages and for salaries generally. In 
approximately the same period average wages and 
salaries per head rose by nearly 40%. The corresponding 
increase in incomes of the self-employed professions—an 
expression which excludes the large number of profes- 
sional people in salaried posts and, for the reasons 
already given, excludes (on the basis of estimated 
figures) general practitioners as well—has been more 
than 25%. 


33. To make a completely fair comparison, however, 
it is necessary to look also at increases in the remunera- 
tion of persons of comparable training and attainments 
in salaried employment. An obviously fair case to take 
here is the higher administrative Civil Service, where the 
comparison can the more réadily and pertinently be 
made because the salaries of the higher Civil Servants 
have recently been the subject of full investigation 
by the Royal Commission, whose proposals are now 
being put into force with effect from April, 1956. The 
new consolidated (Royal Commission) scales in the 


administrative class represent an increase of 20% over 
1950 at the starting-point of the principal scale, and a 
30-33 % increase over 1950 for assistant secretaries and 
above. These percentage increases are greater, and often 
much greater, than those obtained by the lower-ranking 
classes such as the clerical and executive class. In 
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addition to the increases recommended by the Royal 
Commission, a pay supplement has been awarded to Civil 
Servants to cover changes since mid-1955 (the date to 
which the Royal Commission’s proposals relate). This 
supplement is at present applied to grades up to and 
including principal and is still under consideration for 
higher ranks. The pay supplement is one of 5-6% and 
represents the increase needed to keep pay in line with 
the rise in incomes in other occupations since July, 1955. 
The total effect of changes in pay in the Civil Service, 
from the starting-point to the present day, is to. increase 
salaries at the level of around £1500 by 30% and to 
increase the higher salaries (from £2000 upwards) by 
even more than 30%, depending on what pay supplement 
is finally awarded. 


34. It is important to note that t'\e tendency of the 
recent increases in Civil Service pay has been to restore 
the differentials between the higher and the lower paid, 
thus reversing the process of cutting down differentials 
which has been a consistent feature of changes in levels 
of remuneration since 1945. The new process which is 
now setting in can be described as a process of opening 
up the concertina, restoring the dimintshed differentials, 
and increasing the difference between levels of remunera- 
tion for the lower and the higher grades. And it is not 
only in Civil Service remuneration that this process can 
be observed. The Herbert Committee have made similar 
proposals for a nationalised industry (Electricity Supply 
and Distribution). 

35. Moreover . . . the restoration of differentials is 
equally evident in the recent recommendations of the 
Burnham Main Committee on salaries of teachers. The 
scales set in April, 1954, represented an increase of 20% 
over the previous scales (April, 1951) at the basic mini- 
mum, but only 10% for head teachers in large schools. 
This position is reversed in the new scales that are to 
operate from October, 1956. The increases recommended 
range from 6% at the basic minimum and 15% at the 
starting-point for an honours graduate, to 25%-30% for 
honours graduates in senior positions and headmasters of 
grammar schools; and even more for head teachers in 
secondary modern schools. 


36. If therefore regard is had to the second aspect of 
the betterment factor referred to in the Spens recom- 
mendations—namely, the increases since April 1, 1951, 
in incomes in other professions—the increase now claim- 
able by the general practitioners and the hospital medical 
staff covered by those recommendations would be even 
greater than that which could be claimed solely on the 
first aspect, the drop in the value of money since April 1, 
1951. At any rate the comparison with the standard of 
other professional incomes provides striking support for 
any claim that is based on the drop in money value alone. 
This is established by the above evidence relating to 
comparative incomes, because it shows that over the 
same period—i.e., April, 1951, to April, 1956—the 
increase in the incomes of the self-employed professions 
has been more than 25% (para. 32), while for other occu- 
pations such as the administrative Civil Service the 
increase has been 30% or more (para. 33). 





THE EFFECTS OF TAXATION 


37. The material contained in a further chart and 
table shows how any betterment factor designed to 
rectify the results of the fall in purghasing-power of money 
is the same for incomes before tax as for incomes after 
tax. The reason for this is that reductions in the rates of 
taxation and increases in allowances which have taken 
place since 1951 have, for incomes of £2000 a year and 
above, been offset by the progressive element in rates of 
taxation. 

AMOUNT OF CLAIM 

38. The claim is, therefore, that for all members of 
the medical profession whose case is covered by the two 
Spens Committees, their remuneration should, as at 
April 1, 1956, be increased by not less than 24%. 


Conclusion 
39. Finally, the profession wishes to emphasise that 
its present claim in no way runs counter to the recent 
plea by the Chancellor of the Exchequer for a halt in 
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new wage and salary claims, for the simple reason that 
the claim is merely one for the implementation of a 
contractual obligation already in existence, and which 
has been so since 1948. The kind of wage and salary 
claims to which the Chancellor of the Exchequer was 
obviously referring are only those which involve the 
negotiation of a new contract altogether, in which remun- 
eration greater than that payable under the existing 
contract is to be agreed upon. The two cases are there- 
fore wholly incomparable, for in a case where an existing 
service contract provided for periodical future adjust- 
ments that might be upwards, the Government would 
presumably not contend that the Chancellor’s plea 
extended to the forgoing of one of the future adjustments 
actually provided for by that contract. 


40. Moreover there are solid moral grounds on which 
the decision of the profession not to forgo its existing 
rights is omee supported. In the first place, having 
entered the National Health Service at the Government's 
invitation, the medical profession inevitably and for all 
time thereafter irrevocably entrusted to the Government 
the maintenance of its social and economic status. The 
discharge of that trust is a responsibility that was 
undertaken by Parliament and the nation as soon as the 
National Health Service was established. Parliament, 
having asked for outside and independent advice as to 
how that responsibility should be discharged, not only 
obtained it in the form of the standards of remuneration 
set forth in the Spens recommendations, but also publicly 
accepted it, and thereby gave an assurance to the profes- 
sion that was the inducement to them to codperate in 
making the Service a success. 


41. Again, although inflation inevitably brings with 
it demands for rises in wages, salaries and other incomes, 
these rises are not themselves the cause, but only one 
consequence or manifestation of inflation. But in a 
country where, as here, the central bank is under Govern- 
ment control the main power of controlling inflation lies 
with the Government alone, and it is the Government 
who must accept the main responsibility for having failed 
to keep it within bounds. Naturally the medical profes- 
sion is not in any way concerned with the general 
economic policy of the Government; but if that policy 
involves continuing inflation it becomes the Govern- 
ment’s duty to protect its own staff against the conse- 
quences which follow it.. It has recently done so in the 
case of the Civil Service, and although all members of 
the medical profession engaged in the National Health 
Service are not actually servants of the Minister their 
position so closely approaches that relationship as 
equally to entitle them to similar protection. 


42. In fact every employer has a responsibility to try 
to protect his employees against the consequences of 
inflation, and in this respect the Government’s responsi- 
bility is even greater, because inflation is largely the 
child of the policies of this and of previous Governments 
that have been in office since 1948. Therefore, quite 
apart from the understandings on which the medical 
profession originally entered the service, the profession 
has a clear claim on the Government to redress the drop 
in the purchasing-power of their present remuneration 
which has resulted from the continuing increase in 
inflation. 


43. In dealing with the comparison of present-day 
incomes in other professions, reference was made to the 
adoption of the new process described as opening up the 
concertina—that is to say, the process of restoring 
differentials that had previously been diminished, so 
increasing the difference between levels of remuneration 
for lower and the higher grades of work. Indeed this is 
a process that should clearly be fostered and encouraged 
if recruiting to the professional ranks is to be stimulated, 
and its present fall adequately checked. In this connec- 
tion it will be recalled that in para. 6 of the Spens 
(General Practitioners) report, and also in para. 2 of 
Spens (Consultants and Specialists) report, where the 
Committees were recommending the application of the 
‘ betterment factor,’’ and giving their reason for doing 
so, they specifically said that only by its application 
could ‘‘.the recruitment and status ’’ of the two branches 
of the profession be maintained. 
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URINARY FISTULA IN WOMEN 

Prof. Nacurp Maurovuz, of Cairo, in his William 
Meredith Fletcher Shaw lecture to the Royal College of 
Obstetricians and Gynecologists on July 17, said he had 
found no reference to vesico-vaginal fistula earlier than 
Avicenna.’ From the 17th century operative cure was 
frequently attempted with occasional success; but 
pessimism prevailed until in 1852 Sims, of Alabama, 
published a technique by which he achieved cure in 
230 out of 312 patients—a truly marvellous result when 
working without anesthetics or antiseptics Sims’s 
method was to denude the edges of the fistula, in funnel 
form, down to (but not including) the vesical mucosa, 
and suture the edges of the fistula with silver-wire sutures, 
securing them with clamps. Silver wire, which was a 
great improvement on unsterilised silk, had already 
been used for the purpose in 1850 by Luke, of 
London. The work of Sims was extended and 
recorded by his pupil Emmet; and after Emmet’s book 
appeared in 1868 Dorry Pasha and (later) Herbert Milton, 
at the Kasr-el-Ainy Hospital in Cairo, had great success 
with a modified Sims method and a dedoublement 
technique developed locally. 

For many years, said Professor Mahfouz, Sims’s 
method remained the operation of choice; and it still 
has great admirers, foremost of whom is Chassar Moir, 
who has published 100 consecutive cases with 100% cure 
obtained by a modified Sims technique. The consensus 
of opinion, however, is nowadays in favour of the flap- 
splitting operation originated by Sanger (1888) and 
Martin and developed by Mackendrodt, in which the 
bladder is detached on all sides from the vagina, and 
the bladder flaps and the vaginal flaps are sewn independ- 
ently to each other. A prototype of this operation was 
described almost thirty years earlier by Maurice Henry 
Collis, of Dublin : 

‘ The operation consists first in splitting the margin of the 
fistula all gyound, so as to separate the vesico-vaginal septum 
in two equal portions, one half consisting of the vaginal mucous 
membrane and submucous tissue, the muscular portion of the 
septum being equally divided between the two. 

‘Anyone who has removed a ring of mucous membrane 
from ever so small a fistula will have observed how large it 
becomes under the process, and sooner or later will have 
probable cause to regret the loss of substance thus entailed ; 
whereas, in my operation, if it fails, it leaves the patient in 
no worse condition for subsequent treatment than before ” 
(Dublin med, J. 1860). 


In 1881-90 Trendelenburg departed radically from the 
forgoing methods by opening the bladder suprapubically 
and extraperitoneally, freeing the bladder wall around 
the fistula, and closing the defect with catgut. Three 
years later von Dittel opened the peritoneal cavity, 
detached the bladder from the uterus, and closed the 
fistula by catgut. But, though genito-urinary surgeons 
find these techniques suitable for all forms of vesico- 
vaginal fistula, they have not appealed much to gynex- 
cologists. All later techniques are simply modifications of 
Mackendrodt’s flap-splitting operation published in 1894. 

With development of obstetric services the number of 
fistula due to faulty obstetrics has fallen considerably, 
but unfortunately this decrease has been almost balanced 
by an increase of cases due to surgical operations. Of 
the 100 fistule treated by Chassar Moir only 36 were 
obstetrical in origin. 

In patients who develop fistule after labour, incon- 
tinence of urine becomes evident soon after delivery, if 
the fistula is traumatic ; but, if it results from pressure 
necrosis, cystitis develops first and incontinence follows 
when the slough begins to separate—usually after 4-7 
days. If the fistula is vesical or ureteral, dribbling of 
urine into the vagina will be constant, and with a urethral 
fistula part of the urine passes through the hole during 


1. Moir, J.C. Lancet, 1954, i, 57. 
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micturition. Dermatitis with excoriations both within 
the vagina and outside it develop and the parts involved 
become exquisitely painful. The patient becomes 
emaciated and depressed and evades society because of 
the penetrating smell of urine which emanates from her. 

No attempt should be made to close a fistula until all 
granulating surfaces are quite healed and complete 
involution of the pelvic organs has taken place. The 
best time to operate, provided that the general and local 
conditions permit, is at least three months after labour. 

Professor Mahfouz had found it possible to tackle 
almost all his cases (758 fully recorded and 210 others 
done at various hospitals) by the vaginal route. In the 
few cases in which he failed to close the fistula from 
below he also failed when he tried to close it from above. 
With both routes the cause of failure was the immobility 
of,the bladder produced by dense infiltrations. 

The technique he follows is that of the original flap- 
splitting operation. 

He does not practise the wide separation of the bladder 
ailvised by most surgeons who use this method, but only such 
separation as is sufficient to prevent tension on the sutures 
when tied. He does not close the bladder wall by more than 
one tier of sutures. At the end of the operation, after closure 
of the vaginal flaps, he washes the bladder cavity again and 
leaves a catheter tied in the urethra for 10-12 days. The 
patients are allowed free movement in bed, and it is immaterial 
whether a suction apparatus is used. The sutures are 
removed on the 17th day. 

In the lecturer’s opinion the cure of a mobile fistula 
of moderate size is an operation that can be successfully 
performed by gynecological surgeons who have had some 
experience in vaginal surgery. Immobile fistule of the 
vault and fistula tethered to the pelvic walls, as well as 
urethral fistule involving the neck of the bladder, 
demand great experience in plastic vaginal surgery. In 
his early cases the failures were more common than the 
successes, and he sometimes had to perform the operation 
three or four times before effecting a cure. But his last 
300 cases have all been successful, and almost always 
success has been obtained ‘‘ at the first shot.’ 

At the end of the lecture a colour film was shown 
illustrating operation on several types of fistula. Mr. 
CHARLES Reap, the president, then expressed the thanks 
of the college and of the large audience—many of whom 
could claim long friendship with the lecturer. 


SEROLOGICAL TESTS IN RHEUMATOID 
ARTHRITIS 


Prof. NaANNA Svartz (Stockholm) gave the Gilbert 
Scott lecture at the Charterhouse Rheumatism Clinic, 
London, on July 17. Professor Svartz remarked that 
the diversity of the serological tests used in the diagnosis 
and management of rheumatoid arthritis underlined the 
need for a specific diagnostic test, especially in cases with 
atypical onset. Modification of the sheep-cell agglutina- 
tion test had raised the proportion of positives in rheuma- 
toid arthritis from 40°,, obtained originally by Waaler 
and by Rose, to about 90%. Her own method, in which 
the hemagglutination titres of rheumatoid sera before 
and after absorption with normal sheep cells were 
compared, gave results at about this level; and similar 
results were obtained using joint fluid instead of serum. 

As to the nature of this rheumatoid factor, she and her 
colleague Dr. K. Schlossmann rejected the idea that it 
was an auto-antibody ; they had found that it was not 
readily adsorbed with either sensitised or unsensitised 
sheep cells, and had never obtained positive Coombs 
tests with positive sera ; the failure of hormone treatment 
to influence the titre of the serum might also be evidence 
against the factor being an antibody. 

False positive reactions (especially common in dis- 
semninated lupus erythematosus) had encouraged attempts 
to separate the factor from serum. The rheumatoid 
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factor was precipitated by cold, but usually the hem- 
agglutinating factors of other collagen diseases were not. 
She had found that the use of cold globulin, instead of 
serum, in the test reduced the proportion of both false 
negatives and false positives. 

The chemical nature of the rheumatoid factor had 
not been finally elucidated. With Dr. Carlsson she 
was investigating this problem, using zone electro- 
phoresis on a starch column. The hemagglutinating 
factor came chiefly from the y-globulin fraction, and 
titres increased in parallel with the y-globulin con- 
centration, but some activity was also due to a fraction 
in the @ region. Unlike y-globulin cold-precipitated 
globulin from rheumatoid sera scarcely moved during 
paper electrophoresis. The cold globulin was somehow 
adsorbed by the paper, and could be eluted only with 
difficulty. Professor Svartz went on to describe her 
experiments in which streptococci from throats of 
patients with rheumatoid arthritis were cultured on 
media containing connective tissue. In some cases a 
hemagglutinating factor had appeared in the medium 
after incubation ; but this had also happened occasionally 
using other bacterial species from other sources. Never- 
theless, it might suggest that the rheumatoid factor was 
enzymic. Among drugs known to inhibit the hem- 
agglutinating factor in vitro the sulpha group was the 
most effective; but even the most active of these— 
acetazolamide (‘ Diamox’)—was inhibitory only at 
levels far exceeding those obtainable in vivo. 


GENERAL MEDICAL COUNCIL 


MEDICAL DISCIPLINARY COMMITTEE: JULY 17-18 


Tue Medical Disciplinary Committee of the council 
met on July 17 and 18 under the chairmanship of Sir 
Davip CAMPBELL, the president. 


JUDGMENT FURTHER POSTPONED 

The case of William Frank Cruickshank, registered as of 
c/o Milne, Broxy Cottage, Westmuir, M.B. Glasg. (1935), had 
been stood over from the May session. Judgment had been 
postponed in May, 1954, May, 1955, and May, 1956, following 
a conviction of being drunk and disorderly and a finding by 
the committee that he had for a considerable period neglected 
his duties as a medical practitioner under the National Health 
Service. 

Mr. G. J. K. Widgery, solicitor to the council, said that 
Dr. Cruickshank had been convicted on Jan. 5, 1956, at 
Marylebone Magistrates’ Court, after pleading guilty, of 
driving a motor-car when under the influence of drink, and 
had been fined £15, disqualified from driving for twelve 
months, and ordered to pay £10 10s. costs. 

The committee postponed judgment until May, 1957. 


, 


‘““ PECHNICALLY GUILTY ’ 

Because, his counsel said, he was “ technically guilty,” 
Cornelius O’Brien, registered as of 3, York Villas, Walton 
Breck Road, Liverpool, 4, M.B. N.v.1. (1943), admitted canvas- 
sing persons living in the Millpark Estate, Eastham, Cheshire, 
with a view to persuading such persons to become his patients. 
He was represented by Mr. Jack Tarsh, instructed by Berkson 
& Berkson, of Birkenhead. 

Mr. E. B. McLellan, instructed by Messrs. Le Brasseur & 
Oakley as solicitors to the Medical and Dental Defence Union 
of Scotland, appearing for the complainant, said that the 
housing estate had been erected within the last few years. 
The allegation was that from time to time Dr. O’Brien got 
into conversation with persons and suggested that they might 
consider becoming his patients, and in some cases he produced 
a visiting-card which gave his name, qualifications, address, 
and surgery hours. He gave three of these cards to a State- 
registered nurse and midwife. 

Mr. Tarsh said that Dr. O’Brien now realised that his 
behaviour came within the meaning of the word canvassing, 
but there were many matters which the committee should 
accept as greatly mitigating his behaviour. Dr. O’Brien, after 
qualification, started a practice in Liverpool. At first he did 
not practise at Eastham, but then he realised that he would 
be given some expense allowances if he did and therefore he 
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thought it advisable to have a small practice at his home, 
with restricted hours. He found near his home a very large, 
developing estate. In fact a few of his patients came there 
from Liverpool. He had emergency calls and was frequently 
asked for his telephone number and surgery hours, so he had 
50 visiting-cards printed. He had 25 left. He gave these 
cards when he was requested for information. Counsel 
described his action as silly and foolish, but no more. He 
told the midwife in the district that he had two patients 
whom he wanted her to attend and invited her to come to his 
surgery when he held an antenatal clinic ; this was the practice 
in Liverpool. Dr. O’Brien frequently attended patients on 
the estate in emergencies and referred them back to their 
own doctor. Mr. Tarsh read affidavits to this effect. Further 
affidavits from three expectant mothers said that they had 
asked Dr. O’Brien to arrange for a midwife and that the 
midwife never gave them his card. It was three years since 
Dr. O’Brien had been practising at Eastham and many 
thousands of people had come to live on the new estate, but 
his list was 264. a few of whom had been his patients previously 
in Liverpool. Had there been any wholesale canvassing there 
would have been a larger list. Mr. Tarsh put in aftidavits 
from professional colleagues of Dr. O’Brien, both in Liverpool 
and Eastham. There was much evidence, said Mr. Tarsh, of 


many years of first-class work with patients and first-class 


relations with patients. 

The committee found the facts alleged proved and that in 
relation to them Dr. O’Brien was guilty of infamous conduct 
in a professional respect. They were unable to regard the 
statements made on his behalf as affording justification for 
his actions, but they took into consideration the assurances 
given and the testimonials in his favour. They hoped that the 
warning which he had received from the proceedings would be 
sufficient, and they did not direct the Registrar toerase his name 
from the Register. 

CANVASSING NOT PROVED 

Allan Charles Arthur, registered as of 14, Hailes Terrace, 
Lanark Road, Edinburgh, 11, m.B. Glasg. (1945), m.B. Camb. 
(1946), M.r.c.p.e. (1948), was charged with having since 
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November, 1955, advertised by exhibiting notices outside 
premises at 76, Wereton Road, Audley, and 123, High Street, 

Halmerend, “in excess of anything reasonably necessary to 
indicate to those seeking your surgeries the places and times 
at which they are held,” and with having canvassed persons 
who were the patients of Dr. J. R. F. E, Jenkins, with a view 
to inducing such persons to become his patients. 

Mr. L. Thompson and Mrs. Riseborough appeared for the 
complainant, Dr. Jenkins ; they were instructed by Knight 
& Co., solicitors. Dr. Arthur was represented by Mr. 
N. Leigh Taylor, solicitor, of Messrs. Hempsons, as solicitors 
to the Medical Defence Union. 

Mr. Thompson said that last year Dr. Jenkins, who was 
building up his practice, advertised for a partner to assist 
him and broaden the practice. When Dr. Arthur came he said 
before witnesses that, if the partnership were to split, he 
would not practice in opposition to Dr, Jenkins. After Dr. 
Arthur had been there for a short time, Dr. Jenkins came to 
the conclusion that any partnership would be impossible of 
operation in so far as Dr. Jenkins was not satisfied with 
Dr. Arthur. On Nov. 26 their arrangement ended. It was 
the case for the complainant that subsequently Dr. Arthur 
had, by a deliberate, calculated course of conduct, over a 
period of months, canvassed patients on Dr. Jenkins’s list. 
Dr. Arthur opened surgeries at Wereton Road, Audley, and 
Halmerend, and was carrying on practice from these, 

Dr. Jenkins, in evidence, described the notices on the 
surgeries of Dr. Arthur as glaring and outstanding. They 
had now been taken down a week. 

’ Dr. Arthur, asked about photographs of his premises, said 
that he was satisfied that the posters did not offend medical 
ethics. Questioned about evidence given by witnesses for the 
complainant, Dr. Arthur said that the conversations had been 
misunderstood. He had said to Dr. Jenkins that he wanted 
to say goodbye to some patients and he wished to give 
certificates to one or two. That was his reason for calling. 

The committee did not find the facts alleged against Dr. 
Arthur proved to their satisfaction, and accordingly found 
him nct guilty of infamous conduct in a professional respect. 
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THE IRON-LUNG FROM THE INSIDE 


JAMES G. ASHWIN 
Ph.D. McGill, M.Sc. Saskatchewan 


On April 3, 1955, I was holidaying in the Himalaya 
mountains at Simla in India. That morning my medical 
colleague and I went for a five-mile hike around a 
reasonably level chukkar. At the end of this time, unlike 
my untiring friend, I was completely exhausted. At 
5 p.m. I could barely move my legs, and I was rushed 
160 miles by ambulance back to our own hospital at the 
Christian Medical College in Ludhiana, in the Punjab. 
Thirty-six hours later I was put into an iron-lung for the 
first time. Since then I have spent about eight weeks 
in it, and from experience I have learnt how the nurse 
and doctor can make their patient more comfortable. 

** Patience is a virtue,’ and I always found that when 
the nurse had inexhaustible amounts of this quality I 
remained most comfortable and happy in the lung. 

With a little skill and patience, an experienced person 
can settle the paralytic patient in the lung in a very few 
minutes. Since there may be a great urgency to have the 
patient ‘‘ housed ’’ quickly in emergencies, slowness or 
awkwardness should not be tolerated. In an emergency, 
the aeration of the lungs is the most important step ; 
but in a short while the patient feels better and is able to 
suggest how he can be made easier. The unbelievably 
sensitive skin of the poliomyelitis patient detects minute 
irregularities in the drawsheet or pillow which normally 
could be overlooked. If the patient is not sleeping, this 
should be checked after half an hour, for uncomfortable 
spots usually make themselves known within this time. 

Temperature inside the iron-lung is difficult to control. 
In India, where the temperature inside the lung may 
rise to over 100°F, the leakage of air into the lung 
during the negative pressure phase is weleome, but in 


England the ward temperature is usually about 65°F 
and a draught through the opening for the neck is 
chilling. +Blankets and hot-water bottles or electric 
heaters do not solve this problem. What is needed is a 
leak-proof adjustable collar which could be easily fitted to 
every patient. In warm countries, if the pressure can be 
maintained adequately, a gentle leak of cooling air can be 
easily tolerated, and is actually comforting to the patient. 

Although respirators are closed completely, the patient 
does not as a rule suffer from claustrophobia provided he 
is allowed to use whatever muscles he has. Occupation 
of his mind with conversation, music, or television will 
make him less likely to dweil on his own misfortune. 

Because of the danger of bedsores, patients who must 
spend most of the twenty-four hours of the day in the 
iron-lung have to be turned often. If possible all nursing 
shifts should learn how each patient prefers to be moved. 
Many of the latest models of respirators are designed so 
that the patient can' be easily turned while inside. If 
the model used has not been designed for this, then the 
pain-sensitive patient should not be forced into an 
unnatural and uncomfortable position. 

In the best of hospitals, flies may be hovering about 
the lung. The patient is unable to fight back, and 
eventually a fly will settle on his forehead or nose. The 
nurse should be alert to protect him against these intruders 
and also against any unwelcome attentions from clumsy 
or thoughtless human visitors. 

The doctor should include the patient in an occasional 
round-table discussion on treatment, and his criticisms 
and observations should be considered. On the other 
hand, the patient does not like to hear doctors and 
nurses arguing among themselves, or hear himself talked 
about behind his back. 

I have written these notes in the hope that those who 
look after the iron-lung and its inhabitants may come to 
appreciate that it is an instrument difficult to understand 
though greatly to be praised. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


In my youth I admired ecstatically that splendid 
engine The Flying Scotsman. Alas, after fifty years her 
glory has faded. I also have faded, but at Rome airport 
a similar enthusiasm was stirred in me. We sat looking 
into the sunset beyond the Alban Hills; on the other 
side of the plate-glass screen, nose towards us, a sleek, black 
wide-winged B.O.A.C. Majestic plane whirred her four 
engines. Suddenly the roar ceased; she turned like a 
ballet-dancer on one foot and soared away into the 
darkness ; her graceful strength was superb. 

Travel by air is appropriately more flighty than by 
land. The Flying Scotsman left King’s Cross at 10 A.M. 
and drew into Waverley Station, Edinburgh, at 6 P.M. 
precisely ; it would have been an insult to look her up 
in Bradshaw. By air the plane, time, and route may be 
changed with twenty-four hours’ or less notice. Expected 
at 3 A.M. we arrived in Rome at 3 P.M. the day before, and 
we were treated later to a gratuitous sight-seeing tour 
over the mountains of Sicily with a drop down in the 
** Golden Shell” of Palermo. 

The time spent from London to Edinburgh, and London 
to Rome is the same, but what a contrast ! King’s Cross, 
as I remember it, was murky and noisy ; clouds of dark 
smoke issued from starting engines in measured puffs, 
jets of steam shrieked towards the roof, grimy porters 
wheeled rattling trucks and always seemed to bear down 
on one’s heels. The traveller had to hurry in the jostling 
crowd from ticket-office to platform; to find a porter, 
actually to see his luggage into the van; to find his seat, 
place a handbag thereon, and fish for the appropriate tip. 
He had to supply himself with food and reading matter 
and at last, breathlessly installed, to chat inanely to those 
seeing him off. 

The airport is clean and silent with a terribly polished 
efficiency. No-one sees you off, and when you enter it 
you become a parcel deprived of initiative; even the 
most inveterate loser of self and property is safely 
shepherded. On the journey you are strapped into your 
seat, given a sweet to suck, fed, and provided with maps 
and newspapers. 

Some say the air is dull, and indeed it is hard to equal 
the out-of-window pleasures of the journey from London 
to Edinburgh by the old Great Northern route. The fields 
of Leicestershire where one picked out a hunting run ; 
Durham Cathedral rising above the river, and, after 
crossing the Tweed, the brilliant blue of the sea, the Isle 
of May, and the Bass Rock as the train ran along the 
coast in the late afternoon. The highlights of the air are 
more spectacular ; the copper roof of Canterbury Cathe- 
dral, the Alps rising through clouds, and, as the plane 
drops down on Rome, the Colosseum looking like an 
openwork wicker basket. 

It is a paradox ; the air for the old, the ground for the 


young. 
* » * 


My principal and I rarely fail to bid each other good 
morning. But not only no good morning, but an unusual 
gruffness about Hubert’s manner filled me with uneasiness 
as we shared the early surgery. I had started and he had 
come in from his breakfast. Where was his usual cheeri- 
ness and why this avoidance? MHalf-way through I 
became convinced that it was for me to avoid him. He 
might have brushed his shoes when he came in from 
feeding his pigs. I would try an aerosol flit-round. 
Hubert eyed me with evident disfavour. So he suspected 
me of an indiscretion, did he ? Over coffee afterwards, I 
pointedly inspected the soles of my shoes in Hubert’s 
presence. It was time for a truce, but how could that 
be while the stercolithic odour prevailed. Glowering, we 
searched for forgotten specimens, for dead rats, and, 
remembering tropical experiences, for mouldering lizards. 
No jar was left unopened and unsmelt, no cupboard 
undug. Only Hubert’s sutures in antiseptic remained 
inviolate. We dispersed, baffled, cherishing for one 
another the most uncharitable of thoughts. Yesterday 


a partnership seemed certain. Today I scrutinised the 
advertisement columns. It was the Lady of the Practice 
who, as usual, effected reconciliation. 


* It’s all right,” 
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she breathed sweetly on my return at midday, “ it was 
the antiseptic.” 
«= * * 

My sunburnt back glowed under my shirt as I walked 
across the town square in the subtropical sunshine. 
Inside the Apotek I spoke to the white-coated pharmacist. 

** Have you Lotio Calaminae ?” 

‘“T can prepare it for you,’ he replied in the excellent 
English one comes to expect throughout Norway, “‘ but the 
usual preparation here is Lotio Zinei Oxid. How much do you 
wish ?”’ 

A rough mental calculation: 2 pints to 1 litre: 1 pint to 
500 c.em.: 4 ounces would be enough. “ Lotio Zinci Oxid. will 
do: 100 c.cm. if you please.” My burning back gave an extra 
stab. ‘‘ Could you prepare it with 1% of phenol?” He 
smiled. ‘‘ Then you wish 100 c.cm. of Lotio Zinci Oxid, and 
you wish me to add 1 gramme of phenol ?”’ 


Let us keep our international Latin but why the 

Rad) M3933 don’t we adopt the metric system ? 
* * * 

Once upon a time I got angry when I saw the word 
‘urgent ” written on laboratory request forms. A little 
while ago I took the trouble to find out who put it there 
and why, and since then I have been much better- 
tempered, for now I know how seldom I need take 
notice of it. 

The commonest commentator seemed to be a young 
staff nurse, who put it there because the consultant was 
in a hurry ; sometimes it was a sister who hated untidi- 
ness, and thought that the gap created by the question 
must at once be filled by the answer (she was also in 
the habit of trying to get blood for transfusion as soon as 
it was asked for, often several hours before it could be 
used) ; sometimes it was a raw house-officer ; and very, 
very rarely, someone more senior. 

The word “ urgent ’’ means different things to different 
people. The immature bows down to the more 
assured senior and uses it to communicate “ So and so, 
who is the most important person in my world, has asked 
for this to be done. Fiat.’’ ; sometimes he means ‘‘ I am 
frightened because my patient is very ill and I don’t 
know what to do’’—like the man who asked urgently 
for an electrocardiogram, full blood-count, blood-urea, 
and plasma electrolytes, on a very old lady almost dead 
from a stroke and consequent pneumonia. 

Occasionally a mature personality wants a result in 
a hurry, and it is instructive to see how he sets about 
getting it. First he explains why he wants the test at all— 
** Blood urea. Chronic urinary retention ’’; then he 
indicates that he wants it fairly soon—‘‘ for immediate 
prostatectomy "’ ; and by when “ planned for 4.30 P.M.”’ ; 
then, if necessary (which it rarely is), ‘‘ report by 4 P.M. 
please.” In this way he really communicates his problem 
to the laboratory team, who would be pretty poor 
specimens if they did not respond. If the problem is 
more complex, the wisest man is not ashamed to call 
on the department, perhaps bearing a specimen, and 
explain his needs face-to-face. This is the way he gets 
things done and his patients properly cared for. Further- 
more he will be esteemed and welcomed in the laboratory, 
radiological department, or other specialist unit. It is 
all a matter of communications technique—the principal 
subject of research of our modern philosophers. 

~ * * 

Overheard in the Surgery.—‘* Now never you mind about 
me, Sir, I’m all right. It’s you we should be worried about. 
Why, just look at you. Your hands are all of a tremble 
and your legs are scarcely able to support you. You are an 
awful colour, and even your hair has turned a dirty grey. 
You must have lost pounds and pounds in weight because 
those clothes would look better on a broomstick. And as 
for those rings under your eyes—they’re terrible! You know, 
you don’t look a bit well. In fact, going downhill fast, that’s 
what [I should say you're doing. It’s disgraceful that you 
should have to work in your condition. After all, your first 
duty to us patients is to look after yourself properly.. I mean, 
what is to become of us patients if . . . I mean, we should 
never be the same without you if... well, you know what 
I mean. Now mind, you take care of yourself, and I had 
better come and see you again in two weeks’ time, just to see 
how you are getting on.” 

Follow-up ? 
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RESEARCH ON FOOD 

Srr,—Dr. H. M. Sinclair, in his letter of July 14, links 
together two of the most interesting subjects discussed in 
your columns in recent months. He suggests that lack of 
unsaturated essential fatty acids may be a contributory 
factor in the development of idiopathic hypercalcemia. 
Thus, vitamin D in association with unsaturated fatty 
acids, as in cod-liver oil, may differ in its effects from 
vitamin D taken out of its normal context. This raises 
the general question of the modification of absorption, 
utilisation, or effects of one nutrient by another. It 
also indicates the importance of giving careful con- 
sideration to the most appropriate vehicle for dietary 
supplementation. 

It is also apparent that many people still believe that 
it is not possible to have too much of a good thing and 
that natural substances are necessarily harmless. It is 
time that it was made clear to everyone that many 
natural foods are potentially harmful, especially: when 
taken in excess, out of their proper context, or improperly 
balanced with other foods. The committee appointed 
by the British Pediatric Association to consider the 
problem of idiopathic hypercalezemia has recommended ! 
that indiscriminate vitamin-D supplementation should 
be controlled. Cod-liver oil is not only safe from the 
dosage point of view, but it also provides vitamin A and 
unsaturated fatty acids. Dr. Sinclair’s proposition 
deserves immediate investigation. 

In the course of the recent discussions of these topics 

dietary essential fatty acids and idiopathic hyper- 
caleemia—there have been implied criticisms of food 
technologists. In my view this is unjustified. The truth 
is that many people are only just beginning to realise 
that human nutrition cannot be usefully considered in 
terms of individual food materials; it is necessary to 
think of the diet as a whole. The relations of one food to 
another are difficult to study and knowledge in this field 
is scanty. 

We live in a world in which scientific knowledge is 
applied more and mere to fields that affect our everyday 
life. If this is to be done safely, scientific applications 
must rest on a sound foundation of knowledge. It is this 
foundation that is inadequate in this, as in many other 
fields. One of the main causes of this deficiency is the 
simple fact that more applied work of limited duration 
with an obvious objective, the value of which can be 
appreciated by all, is much more readily supported than 
long-term studies designed to build up background 
knowledge, the value of which no-one can assess. This 
is a problem well known to all concerned with research 
administration. The remedy is to give much greater 
support to food research as a whole, which must include 
study of the utilisation as well as the composition of food, 
and to ensure that the greater proportion of this support 
is used for long-term studies designed to increase the 
general knowledge in this field. There is no other way of 
ensuring that a progressive policy involving the applica- 
tion of scientific advances to food technology can be 
followed with safety and confidence. 

The Medical School, 

Birmingham, 15. 

A NEW CLINICAL ENTITY ? 

Srr,—In the last week of October, 1955, an epidemic 
of what seemed to us a new clinical entity burst like a 
bombshell upon this remote mission hospital in West 
Africa. 6 patients from various places in the newly 
opened diamond-mining areas near us were admitted 
with identical symptoms, and all were dead within the 
week. After this opening attack, other cases arrived 
sporadically, and just before Christmas our own senior 


A. C. FRAZER. 
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missionary nursing sister died of the same illness. From 
that time until now we have continued to see the same 
or similar condition, having recognised it in 7 of our 
own nursing school and staff and in 24 other patients. 
Of this total of 31 cases, 12 have so far been fatal. We 
believe that this is a new clinical entity and have been 
tentatively calling it an encephalomyelitis of unknown 
cause. 

After reading your leading article of May 26, I have 
decided that I ought to make known our own experience 
in what may be the same clinical condition. Briefly, 
the main features of the disease here are high fever, 
persistent headache, severe vertigo, and rapid wasting. 
Watery diarrhea and vomiting are common at some 
stage, and nausea may be intensely distressing. The 
neck is painful and tender, but there is no head-retraction, 
nor are there any eye changes. Chest and abdominal 
pains take various forms; but the commonest is a 
Bornholm-like pain, and this may be the presenting 
symptom (4 cases). Transient paralyses of face and limbs, 
and dysphagia and dysphonia, occurred in some patients. 
Hyperesthesia and muscular tenderness are common 
(14 cases) and a few have had involuntary muscle twitch- 
ings. A mild and transient lymphadenitis was found in 
7 cases, and 3 had a follicular tonsillitis at the onset 
which quickly subsided. One of our students began with 
a generalised morbilliform rash, then had _ tonsillitis, 
and later became stuporose with high fever for two weeks 
before recovery. About half the patients have been 
acutely apprehensive—a fearfulness quite foreign to 
some of them. Most of the remainder were stuporose or 
actually comatose for long periods. 

Within the limits of the above symptoms and signs, 
individual cases have varied considerably; but the 
infective nature of the disease has been clearly demon- 
strated by its spread through the nursing school and 
through one of our wards, when several operation cases 
developed it after exposure to one case in that ward. 
Our laboratory examinations are simple: we have 
found a moderate leucocytosis in those cases examined, 
with a raised erythrocyte-sedimentation rate, a normal 
cerebrospinal fluid (under normal tension), and albumin- 
uria. Some of the more severe cases had a bout of 
hzematemesis and melzna, and an enlarged liver. 

In this relatively isolated place we are unable to 
attempt an adequate investigation of this new epidemic 
that has struck at us and crippled our human resources. 
It appears to us to be following in the wake of the large- 
scale diamond rush that is bringing thousands of Africans 
from surrounding countries to this part of Sierra Leone. 
It is hoped that the publication of our experience may 
stimulate others who are working upon the problems 
of this new clinical entity to come here and see for 
themselves. If they can help us to overcome this threat 
to the lives of a people who are already overburdened 
with infectious diseases and undernourished through lack 
of proteins then they will indeed be welcome. 

Nixon Memorial Hospital, 


Segbwema, P 
Sierra Leone. J. R. Rose. 


TRUE SCLERODERMA KIDNEY 


Simr,—We were interested to read the article by 
Dr. Calvert and Dr. Owen (July 7) and are in close 
agreement with it. We should, however, like to emphasise 
two points. Firstly, the ‘‘ scleroderma change ’’ described 
by Dr. Moore and Prof. Sheehan? is not an invariable 
finding, even in cases dying in uremia and with severe 
renal changes (case | in our paper 2). Secondly, we should 
like to reiterate the suggestion that there is an ‘* overlap 
in renal vascular lesions among certain collagen diseases.”’ 
For example, we found both extravascular fibrinoid 
necrosis (usually associated with disseminated lupus 
i, 68. 
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erythematosus) and gaps in the elastica interna (usually 
associated with polyarteritis nodosa) in our case 1, 
which clinically was a classical generalised scleroderma ; 
similarly in case 4 (a case of generalised scleroderma) 
there were gaps in the elastica interna of interlobular 
arteries. The overlap of renal (and other) lesions in 
these collagen diseases seems to us to favour the view 
of the nosological unity of this group. 


Clare Hall Hospital, Middlesex, W. PAGEL 
and Central Middlesex Hospital, + Ginwew 
London, N.W.10. C. TREIP. 


NEEDLE BIOPSY OF THE THYROID 


Srr,—Your annotation of July 14 might well mislead 
some of your readers when it states that all Hamlin and 
Vickery’s patients were in hospital. It is true that these 
patients were in hospital; but they were only attending 
as outpatients and were allowed home again fifteen 
to twenty minutes after biopsy had been done. I have 
been using this technique in the outpatient department 
for three years and have not yet had any complications. 
When successful, it offers useful information, especially 
in thyroiditis. I also consider that it often has advantages 
in providing a suitable biopsy in the older patient with 
anaplastic thyroid carcinoma before radiotherapy is 
started. 

Department of Surgery, 


Postgraduate Medical School, 


London, W.12. SELWYN TAYLOR. 


THE CASUALTY DEPARTMENT 


Sir,—Mr. Lowden! and Mr. Clarkson? present the 
case for improvements in the arrangements of casualty 
departments in those general hospitals where the load 
of varied casualty work is heavy. Few will deny this 
need. Yet when they move on to consider the arrange- 
ments necessary for a coérdinated hospital accident 
service, | am not completely with them. For the majority 
of the ‘‘ ambulatory wounded ” their plans are admirable, 
but the ‘ stretcher wounded ”’ often present problems 
requiring a comprehensive diagnostic service at admission 
level, with full inpatient facilities immediately available, 
and a comprehensive outpatient and rehabilitation 
follow-up service under unified control. These require- 
ments are equivalent to a whole hospital service and 
cannot be fitted into the tempo of work of a general 
hospital without lowering the standards of treatment of 
the injured. The final report of the Interdepartmental 
Committee on Persons Injured by Accidents * contained 
this statement : 

“The most striking feature is the situation disclosed as 
regards delay in many cases, even cases of serious injury, in 
commencing treatment... . Whilst such information cannot, 
of course, be put into any statistical form, it points to serious 
defects in the arrangements under which injuries are at 
present treated in a large number of our hospitals.”’ 


One of the results of this report was the foundation of 
the Birmingham Accident Hospital in 1941, and we can 
now look back on 15 years of its work. 

Almost all its patients are received in their work-a-day 
clothes, often begrimed and bloodstained and without a 
diagnosis. They either walk in or are carried in. The 
walkers are mostly trivial injuries, but a stretcher may 
bring in the most difficult problems in diagnosis and 
treatment a surgeon has to meet. The avoidance of 
delays in treatment, particularly of ‘* stretcher wounded,”’ 
depends upon the accuracy and speed of diagnosis. This, 
in turn, depends upon the facilities for diagnosis at 
admission-department level and the immediate avail- 
ability of surgeons capable of using those facilities. 
Clearly the violence of accidents is no respecter of the 
anatomical systems upon which the many surgical 
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specialties are based. The examining surgeon’s experi- 
ence, therefore, must be general in the strict sense of 
that term. His responsibilities go further than the all- 
important diagnosis. He must assess the amount of 
blood-loss and the urgency of its replacement. Such 
operations as he considers necessary should be performed 
at the right time, planned with a definite end-result in 
view, and followed through until that result is obtained. 
In the victim of multiple injuries he must assess priorities 
in definitive treatment. 

Mr. Norman Capener (July 14), advocating the alloca- 
tion of treatment responsibilities to a committee of 
specialists, does not mention the real problems of initial 
reception and diagnosis of the severely injured—a stage 
that must be completed before the right members of 
this committee can even be called. Nor does he mention 
the difficulties and dangerous delays entailed in assem- 
bling this committee. As we have seen this problem in 
Birmingham, there is a very strong case for expansion 
of the present specialist services so that their surgeons 
are always at hand to cover the traumatic side of their 
specialty, when the injury is of such a nature as to 
require their help. In Birmingham we have developed 
this liaison with our neurosurgical, thoracic, and dental 
colleagues. But the patient with multiple injuries who 
remains in our hospital is the responsibility of the 
surgeon receiving him, from the time of his admission 
until his full recovery. 

The working possibilities of a central accident hospital 
as a part of a coérdinated regional accident service have 
been clearly demonstrated by the Birmingham ‘‘ experi- 
ment.’ Quite naturally it has developed as the centre 
to which peripheral hospitals quickly transfer their 
seriously injured. It has attracted the necessary clinical 
and research staffs, and, unlike most casualty depart- 
ments, it continues to attract a high standard of resident 
staff. There have been the expected difficulties in its 
early development, but today its greatest problem is how 
to meet the growing demands upon its services. Originally 
planned for the reception of 25,000 accidents each year, 
it now receives 55,000, and it is not treating by any 
means all the accidents of Birmingham. I entirely agree 
with Mr. Lowden that a central accident hospital cannot 
treat all the minor and major injuries of a large popula- 
tion. The further development of arrangements in 
casualty departments to treat and sort the ‘‘ ambulatory 
wounded ’’—numerically the greater problem—is an 
equally urgent need. The functional coérdination of the 
two services would solve the whole problem. 

What is needed now is a plan from the Ministry of 
Health for the coérdination of accident hospital services. 
Surely the Ministry should accept this responsibility, for 
they had some part in the 1939 report which criticised 
‘*the serious defects in the arrangements under which 
injuries are at present treated in a large number of our 
hospitals ’’-arrangements still to a large extent persist- 
ing. I know of no hospital in this country whose 
admission department is constructed and equipped in 
such a way that the staff can gently and efficiently 
examine the severely injured and quickly reach the 
essential diagnosis upon which the elimination of delays 
in treatment depends. The hospital I serve was built 
in 1841, its casualty department in 1875. In 1942 we 
undertook some preliminary structural alterations, with- 
out which the start of the Birmingham ‘ experiment ”’ 
would not have been possible. Since then.we have learnt 
what more is needed, yet no more has been allowed. 

The building of 25 central accident hospitals—each 
alongside a general hospital and, where possible, a 
teaching hospital—and the modernisation of casualty 
departments is essential for the adequate treatment of 
the 2 million injuries attending our hospitals each year. 
Surgery can now lessen the present mortality and 
morbidity rates from accidents and appreciably reduce 
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the period of incapacity from work, if it is given the 
modern facilities now known to be necessary. This is 
a long-term programme, involving an expenditure of at 
least £50 million over several years; but, though this 
sum is large it represents no more than one-sixth of the 
annual cost of accidents to this country. Here indeed 
is a challenge to administrative authority as well as to 
modern medicine, on which at least, a start should be 
made now. 

The treatment of injuries belongs to no special group 
of surgeons old or new, but it does require a special type 
of hospital service which for the twenty-four hours of 
each day works at a tempo at present unfamiliar both 
to general surgery and its many specialties. 

Birmingham Accident Hospital, 

Birmingham, 15. 


PLEUROPERICARDITIS 


Str,—Your leading article of July 14 contains the 
statement, which receives some support from the text- 
books, that uremic pericarditis is asymptomatic. That 
this is not true is shown by the following case-histories : 

1A 
in July, 1954, with retrosternal pain which had been present 
for three days. Before the onset of pain she had felt well and 
was doing her normal household duties. Examination showed 
an extensive pericardial rub, the blood-urea nitrogen was 
150 mg. per 100 ml., and she died a week later in uremic 
coma. Necropsy showed bilateral congenital cystic disease 
of the kidneys. 

2. A man, aged 28, was admitted to the hospital in July, 
1955, with a diagnosis of perforated peptic ulcer. He had 
been discharged from the Army in 1948 with chronic nephritis 
but had remained fairly well and was regularly employed as a 
baker’s vanman. Twelve hours before admission he complained 
of retrosternal pain which increased in intensity and spread 
to the abdomen. He was in severe pain when admitted, there 
was board-like rigidity of the abdomen, and no pericardial 
rub could be detected. After some discussion a laparotomy 
was performed which revealed no abdominal lesion. The 
following day a pericardial rub appeared, blood-urea nitrogen 
was 137 mg. per 100 ml., and death from uremia occurred 
three days later. Necropsy confirmed the presence of extensive 
renal disease with pericarditis. 

Leith Hospital, 

Edinburgh 6. 

APPARENT PLEIOTROPIC EFFECT OF GENES 
DETERMINING TASTE THRESHOLDS FOR 
PHENYLTHIOUREA 

Srr,—In your issue of July 14, Mr. Saldanha describes 
significant differences between the phenylthiourea- 
tasting thresholds in samples of healthy and tuberculous 
‘‘ white’’ individuals in Brazil, and he suggests that 
‘* the susceptibility to tuberculosis and the ability to taste 
phenylthiourea may depend on the same genes.”’ 

As Mr. Saldanha has used the methods described by 
Harris and myself,’ and as I had myself an opportunity 
of testing the phenylthiourea thresholds in various 
Brazilian populations, I may perhaps comment on this 
interpretation, which I consider not proven. 

The mistake probably arose from considering the 
control group? as ‘* presenting the same racial charac- 
teristics’? as the group of tuberculous patients. The 
control group was a sample of the highest stratum of 
Brazilian society, which, as I can confirm, contains a 
large proportion of non-tasters ; it is not stated where 
Mr. Saldanha’s tuberculous patients came from but, 
judging from my own work in a Brazilian tuberculosis 
sanatorium, they might not have come from the same 
stratum as the control and, as a consequence of non- 
European admixture, would be expected to contain 
fewer non-tasters. 

Before, therefore, accepting any pleiotropic relation- 
ship between tasting thresholds and resistance to tubercu- 
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losis, one would want to see the result of similar tests 
performed in a less obviously stratified population than 
that of Brazil. 
— oy mo ly 
Lonion WC. H. Kautmvus. 
CORTICOTROPHIN AND ANTIBIOTIC-RESISTANT 


INFECTIONS 


Srr,—The course of antibiotic-resistant infections, 
especially those due to staphylococci, may often be 
altered by giving corticotrophin (a.c.T.H.) or corticoid 
therapy. Our long experience with corticotrophin in 
dermatology led us to believe that apart from the adreno- 
corticotrophic action there must be some other direct 
action on the skin that differentiates this hormone— 
sometimes in a striking way—from corticosteroids. 

28 patients with staphylococcal or streptococcal infections 
(furunculosis, multiple abscesses, relapsing axillary hydrad- 
enitis, infectious eczematous dermatitis) who failed to respond 
to previous sulphonamide or antibiotic therepy were treated 
with corticotrophin. 20-40 1.v. of corticotrophin gel was 
given daily for 3 to 14 days without other treatment except 
topical iodinated alcohol or aluminium acetate. 

Generally, after 24-to 48 hours inflammatory signs subsided, 
with diminution of pain and pruritus. The inflammatory 
infiltration and cedema lessened and even big furuncles dis- 
appeared after a few days. With a total dose ranging from 
80 to 400 1.u. the different processes were brought under 
control. 


The following cases illustrate the use of this treatment. ~ 


A 7-month-old infant with sweat-duct infection and multiple 
abscesses on the head, neck, and upper thorax was treated with 
penicillin, erythromycin, and chloramphenicol without benefit. 
The abscesses were opened twice but relapses continued and the 
lymph-glands were grossly enlarged. 80 1.U. of corticotrophin 
gel (2 consecutive days on 20 1.U. per day, and 40 1.v, given 
at the rate of 20 1.U. every 48 hours) cleared up the condition 
in a week. Some weeks later the skin and general condition 
were normal. 

A man of 42 had had many bouts of furunculosis for several 
months. There had been some improvement after chloram- 
phenicol and erythromycin, and erratic results from ‘Supronal,’ 
sulphafurazole (‘Gantrisin ’), and tetracyclines. After 1201.U 
of corticotrophin gel, given at the rate of 40 1.U. every 48 hours, 
the furunculosis disappeared and the patient, seen 3 months 
afterwards, had had no relapse. 

A man of 60, a mild diabetic well controlled by diet and 
20 units of protamine zinc insulin daily, had acute furunculosis 
and hydradenitis. Erythromycin and an increase of insulin 
to 80 units daily improved the staphylococcal infections 
without curing them. 200 1.vU. of corticotrophin gel in 10 days 
and 40 units of insulin daily ended the trouble, and the patient 
now reports after 2 months that he is perfectly well on an 
antidiabetic diet only. 

A hospital nurse of 42 suffered from bouts of axillary 
hydradenitis since 1954, All known antibiotics, staphylococcal 
toxoids and anatoxins, autohemotherapy, and X rays had 
all been used with only partial relief. This patient needed 
only 60 1.u. of corticotrophin, given on 3 consecutive days, to 
cure her. 

A man of 40 had streptococcal and staphylococcal skin infec- 
tion which began a year earlier with a perigenital intertrigo. 
The usual antibiotics, local treatment, and vitamins had 
only a slight effect. He was given 200 1.uU. of corticotrophin in 
14 days, and the infection disappeared. A week later a slight 
perigenital relapse was definitely controlled by 80 1.U. and 
a local antiseptic. 

A woman of 56 had for the second time a neck abscess which 
responded only slightly to antibiotics, X rays, and local 
medication. The severe paih was much relieved in 24 hours 
by the first 40 1.v. of corticotrophin. The infection subsided 
in 2 weeks with a total dose of 400 1.0. 


The action of corticotrophin on the inflammatory 
foci probably allows the body to solve its own problem 
without the help of antibiotics. 


Department of Dermatology, 
Argerich Hospital, 


Buenos Aires, Argentina, ARTURO M. Mom. 
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IMM<DIATE SKIN-GRAFT FOR MASTECTOMY 

Str,—-While surgical opinions differ as to the best 
operation for carcinoma of the breast, all agree that, 
whether a simple or radical operation is favoured, a 
wide area of skin must be removed to be certain of 
avoiding local recurrence. Usually the operation is 
followed by irradiation as soon as healing has soundly 
taken place. Suture of the skin-flaps without due tension 
is possible in many cases, but there still remain a good 

number in which 

/ ue a wide defect is left 

and the resulting 

raw area must be 
grafted. 

It was our prac- 
tice until lately to 
take skin from the 
thigh of the patient 
and to place on 
an immediate 
| Thiersch graft at 

the conclusion of 

the operation. This 
procedure entailed 
exposure of the 
vatient’s thigh, 
fresh towelling and 
cowns, and a fur- 
ther set of instru- 
ments, with the extra time involved. Furthermore, a 
100% take of the graft could not be guaranteed, and 
even if such was the case the area was left covered by 
a thin and poor integument which would often break 
down if irradiation was applied as soon after the opera- 
tion as possible—which is of course the ideal. To obviate 
these disadvantages we have adopted the following 
method of grafting, with great success. 

A wide ellipse is cut round the nipple and tumour depending 

on its situation, and at the upper end of the ellipse the incision 





Fig. |\—The incision. 
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is carried along the anterior axillary fold in the usual way. 
Where the lower line of the ellipse meets the upper incision 
an angle is formed (fig. 1). This angle is cut off (the shaded 
area) and used as a full-thickness graft. The graft is skin 
from the anterior surface of the axillary fold and is not from 
the axilla, the incisions being planned to allow this. After 
removal of all underlying fat from the skin, the graft is 
applied to the defect and carefully sutured into position with 
mattress sutures of fine nylon under definite tension. A 
pressure-dressing of flavine wool is then applied and pressed 
firmly down on top. The exact shape of the incisions and 
graft will vary a little in each case, but the principle remains 
the same. The piece of skin often appears to be too small to 
cover the defect, but when stretched in position will always 
easily do so. The axilla is drained through a stab incision by a 
rubber catheter to which suction is applied for three days. 
The sutures are removed ten days later. The method is 
applicable to both simple and radical mastectomy. 


The reeults so far have been very good. Six cases 
have been treated in this way, three being radical opera- 
tions and three simple. In five cases a 100% take was 
achieved, and in the other case the take was estimated at 
80%. The five cases were healed in fourteen days and 
the sixth in twenty-one days. Movement of the shoulder 
is encouraged from the second day. Fig. 2 shows both the 
graft and the movement of the shoulder on the twelfth 
day after operation. 

We wish to thank Miss F. McLarty for the line drawing. 

R. H. GARDINER. 


D. Roy. 


Royal Bucks Hospital, Aylesbury. 


Radcliffe Infirmary, Oxford. 


POMPHOLYX AND DIETARY DEFICIENCY 


Srr,—Pompholyx is a skin disease of obscure origin. 
Many causes (psychological, infective, chemical, &c.) 
have been suggested and many treatments tried with little 
success. Some observations on a schoolboy who suffered 
from cheiropompholyx lead me to suggest that this may 
have been due to a specific dietary deficiency. 

A lively, well-built boy, aged 11, developed lesions on both 
hands during the spring holidays, 1954, while home from 
boarding-school. On his return to school the condition con- 
tinued, and the school doctor and the skin specialist he 
consulted diagnosed cheiropompholyx. In spite of treatment, 
the boy’s hands did not improve during the summer term or 
following holidays; but they cleared up during the winter 
term, 1954. He remained free of symptoms until towards the 
end of the spring holidays, 1955, when another attack began. 

At this time his parents, who were personal friends of mine, 
discussed their son’s condition with me and I learned that at 
school the boys were given one capsule of halibut-liver oil 
daily during the winter and spring, but not during the summer 
term. At home the boy received no halibut oil or similar 
supplement. Because the periods of freedom from cheiro- 
pompholyx coincided with those of taking halibut-liver oil, I 
suggested to his parents that they start to give their boy at 
home the same daily supplement of halibut-liver oil as he 
received at school during the winter and in addition a pro- 
prietary tablet containing 0-17 g. calcium monohydrogen 
phosphate with 500 units vitamin D (‘Calcydic,’ Allen & 
Hanburys). They adopted this suggestion and the cheiro- 
pompholyx almost immediately cleared yp, unlike the previous 
attack. 

This supplement was continued until last September, and 
during the winter term of 1955 and spring term of this year 
the boy received the usual ration of halibut-oil capsules at 
school. During the ‘spring holidays he had no supplement 
and towards the end of them cheiropompholyx appeared 
again. It cleared up within a week of taking the halibut oil 
and caleydic supplement as before. He has continued to take 
this supplement during the present summer term and the 
disease has not reappeared. 


The lesions of pompholyx are described as being roughly 
symmetrical in distribution—a characteristic it shares 
with certain known deficiency diseases, such as pellagra. 
Pompholyx is also to some extent seasonal, generally 
appearing in the spring or early summer, at a time when 
reserves of some vitamins might be expected to be 
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lowest. These facts, together with the observations 
described above, lead me to ask whether a specific dietary 
deficiency (perhaps of caleium and vitamin D) may play 
a part in the etiology of pompholyx or some examples 
of it. 
‘** One swallow does not make a summer,”’ and one case 
is only a stimulus to further inquiry. As I am not in a 
position to continue this myself, I want to put the above 
observations before your readers, in the hope that some 
may have had similar experiences or may feel inclined to 
pursue treatment along the lines these observations 
suggest. 
Hoddesdon, Herts. 
BLOOD AND SODIUM 


Str,—Your editorial of July 14 has raised some 
fundamental issues which we would like to discuss. It 
also contains some misleading statements which need 
correction before the major issues can be clearly defined. 
We are said to have ‘“‘ emphasised the importance of 
large blood-transfusions in the treatment of severe 
accidental injuries.”’ 


H. O. J. COLLIER. 


It is true that we have been impressed by the results 
obtained by giving larger transfusions than are usually con- 
sidered necessary. Our chief emphasis, however, from the 
research point of view has been rather on the extent of blood 
loss associated with major injuries, which is normally under- 
estimated.t? Our metabolic studies* were inspired by 
clinical observations of the well-being of our more adequately 
transfused patients. Their rapid recovery of appetite and 
alertness suggested that the stages of convalescence described 
by Moore * were being telescoped. Moreover, it was felt that 
an important measurable clement of the “‘ extent of injury ”’ 
was the degree of whole-blood loss unreplaced by transfusion 
—hitherto unconsidered in similar studies. 


We would like to make it clear that these metabolic 
studies were incomplete. The number of patients was 
inadequate, the blood-volume evidence not fully con- 
elusive, and the duration of balance studies too short. 
The results, however, were sufficiently suggestive to 
warrant publication. They indicated that the extent to 
which blood-loss remained unreplaced by whole blood 
was a major factor influencing the metabolic events 
subsequent to injury. 

In the light of our clinical observations we are at a 
loss to understand the suggestion that our transfused 
patients at the end of fourteen days ‘‘ were rather worse 
off than those who were not transfused.’’ We do not 
regard the results of balance studies as the criteria of 
our patients’ well-being. We were attempting to use 
such studies in order to define measurable features of 
early convalescence which could lead to an increased 
understanding of the underlying mechanisms. 

Since these original observations we have continued 
to investigate the extent and timing of blood-loss follow- 
ing injury, using repeated blood-volume determinations 
starting within a few hours of injury. In a number of 
these patients we have studied the excretion of electro- 
lytes in urine and have confirmed the fact that, in 
moderate injuries with no other definable cause for 
metabolic upset, sodium retention and a low ratio of 
sodium to potassium in urine are only found in the 
presence of under-transfusion. This difference between 
the well-transfused and under-transfused patients cannot 
be explained simply in terms of sodium loading. 

Our further observations on blood-loss in more severe 
injuries have convinced us that there is no mystery in 
the behaviour of the very severely injured patients 
reported by Prentice et al.5 Some of their findings can 


1. Grant. R. T., Reeve, E. B. Spec. Rep. Ser. med. Res. Coun., 
Lond, no. 277. 

2. Clarke, R., Topley, E., Flear,C.T.G. Lancet, 1955, i, 629. 

3. Flear, C. T. G., Clarke, R. Clin. Sci. 1955, 14, 575. 

4. Moore, F. D. Ann. Surg. 1953, 137, 289. 

5. Prentice, T. C., Olney, J. M. jun., Artz, C. 
Surg. Gynec. Obstet. 1954, 99, 542. 
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be explained by their use of pooled group-O blood 
leading to excessive disappearance of transfused cells. 
Our own studies * have shown that a disproportionate 
disappearance of transfused cells is rare following the 
use of cross-matched homologous transfusions of stored 
blood. The remaining red-cell loss which occurs during 
the first few days can be attributed to bleeding. The 
bigger the wounds the more they bleed and the less can 
the bleeding be controlled by surgical hemostasis and 
bandaging. Your comment on the Korean experience, 
that ‘‘ as the total volume of blood transfused rose so 
did the residual deficit in circulating blood-volume,”’ 
takes no account of the fact that it is the more severe 
injuries which require the bigger transfusions. 

Certainly transfusion has its dangers which must be 
continuously borne in mind, but so has bleeding. The 
effects of hemorrhage are not confined to the classical 
patterns of circulatory failure. 

From our studies we have concluded that any appear- 
ance of ‘‘ consistency in the pattern of response ’’ must 
be relative, and in fact that we are not dealing with 
any kind of standard static pattern at all. There is no 


‘normal ‘‘ reaction to injury’ in the sense suggested. 


There is a great variety of reactions of individual patients 
to individual injuries. The response is made up of a 
complex of interacting causes and effects following injury 
and its treatment. The general pattern of response can 
sometimes be classified but none of the¥syndromes are 
fixed. 

A full description of ‘“ reaction to injury’? must include 
such events as gas-gangrene, traumatic anuria, oligeemic 
shock, and death, none of which are isolated accidental 
complications but the end-result of the interactions of multiple 
elements in the total physiological response. MacPhee ’ ° 
suggested that the metabolic pattern which has been described 
by earlier workers occurs almost irrespective of the nature 
of extent of injury. Other workers **"!' have suggested 
that the ‘‘ reaction to injury ”’ is quantitatively related to the 
extent of injury. These workers, however, were unable 
quantitativély to define a yardstick for assessment of the 
extent of injury. 

We believe that the degree of blood-loss and the extent 
of its replacement comprise one aspect of the extent of 
injury and are measurable factors determining to some 
degree the general reaction of the patient. 

It is in this approach that we see our chief disagreement 
with your leader. In your final paragraph you state 
that our “interesting observations . . . do not justify 
the claim that blood-transfusion will reduce the ultimate 
demands on the intact tissues of the body for the com- 
ponents of the processes of inflammation and repair.’ 
We hold that part of the metabolic picture following 
trauma can be altered by transfusion and that adequate 
transfusion is an invaluable adjunct to surgery. We 
believe your leader is misleading in that it appears to 
regard blood as simply a form of electrolyte solution. 
It is in fact a complex tissue that requires much effort 
on the part of the organism to replace. There is abundant 
evidence that, in the presence of a red-cell deficiency, 
proteins from the diet are diverted from other needs to 
the restoration of hemoglobin.'? 1% Blood replacement 
is a form of grafting whose full value is far from 
adequately appreciated. 

Your final paragraph continues: ‘“ Nor is it unusual 
that that is so: it would be more surprising if it were 
possible so easily to modify the reaction to injury on 


6. Topley, E., Clarke, R. Blood, 1956, 11, 357. 

7. MacPhee, I. W. Brit. med. J. 1953, i, 1023. 

8. MacPhee, I. W. Brit. J. Anaesth. 1954, 26, 59. 

9. Moore, F. D., Ball, M. R. Metabolic Response to Surgery. 
Springfield, I1l., 1952. 

10. Hasner, E., Carlsenk, K., Engdahl, I., Klaerke, N., Paaby, N., 
Schulz, B., Sprechler, M., Sorenson, B., Tobiassen, T. Adrenals 
in Surgery. Copenhagen, 1952. 

11. Peters, J. P. Amer. J. Med. 1948, 5, 100. 

12. Whipple, G. H. Amer. J. med{Sci. 1942, 203, 477. 

13. Whipple, G. H., Robbins, R. J. exp. Med. 1951, 94, 223. 
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which survival appears so largely to depend.’’ The full 
implication of this attitude is that the pattern of response 
would not be changed by surgery, by antibiotics, or by 
any other kind of treatment except to the disadvantage 
of the patient. As an approach to clinical medicine it 
is cynical, illogical, and we believe dangerous. It assumes 
that all responses by the organism are homceostatic and 
that all are essential for its survival. It fails to recognise 
the possibility that a response which under some cir- 
cumstances is homeostatic may become disadvantageous 
if excessive or with changing circumstances. It betrays 
a tendency to regard the reaction to injury as comprising 
more than the observed sequence of events, an under- 
lying mechanism other than the events themselves. 
A different sequence of events is then regarded as 
insufficient evidence that the reaction has altered ! 

We must know more of the detailed response of the 
organism to injuries of different kinds treated in different 
ways. We are in agreement with the need for careful 
judgment but reserve the right to exercise that judgment 
even if it leads to modification of-‘‘ natural ’’ responses ; 
for those we have no inherent respect. We do not accept 
any arbitrary limitation to the possibility of therapeutic 
advance. 

RuscoE CLARKE 


Birmingham ‘ mT , 
Crecit T. G. FLEAR 


Accident Hospital 


THE ANATOMY OF INGUINAL HERNIA 

Sir,—The repair of inguinal hernia consists of any 
one of the variations of the Bassini technique-—namely, 
strengthening the posterior wall of the inguinal canal 
by immobilising the conjoint tendon. 

The late Sir Arthur Keith, in his lectures on Man’s 
Posture, outlined the evolutionary changes the human 
groin has undergone and which throw some new light 
on the genesis of hernia. To quote from his lecture : 


“The human groin is one of the distinctive features of 
Man's anatomy ; it is a class by itself; in only one animal 
do we find a tendency towards the human form, and that is 
in the Gorilla, In the fold of the monkey’s groin can be felt 
the peculiarly long anterior edge of the ilium, offering a firm 
line of attachment for the musculature which controls the 
aperture of the groin—the lower parts of the internal oblique 
and transversalis muscles. The groin is further strengthened 
by the fact that the external oblique muscle has no insertion 
to the iliac crest, but expends its strength on rendering tense 
the structures around the aperture of the groin. The whole 
arrangement makes up a most competent sphincteric 
mechanism : although the peritoneal passage to the scrotum 
remains open, escape of the abdominal contents is very 
rare. 

“In the Gorilla we find a premonition of the changes which 
have transformed the human groin. The first of these is the 
extension of the crest of ilium in an outward and also in a 
slightly forward direction. The fibres of the external oblique 
muscles, which rise from the lower ribs, no longer sweep to 
the groin but are inserted to the anterior end of the extendea 
iliac crest ; there is also the first appearance of the inguinal 
ligament, formed out of the tendinous fibres of that part 
of the external oblique which is inserted to the crest. In 
man these changes have reached the climax ; the crest of the 
illum has become extensive and has undergone a marked 
bend forwards ; the external oblique has gained a powerful 
insertion to the crest, and Poupart’s ligament has become a 
strong and differentiated fibrous bridge between the anterior 
superior spine and pubic spine. Lastly, the anterior border of 
ilium has been reduced to a little more than a third of the 
primitive length seen in great anthropoids; the long iliac 
border which gave so secure an origin for the guardian muscles 
of the groin has gone. The lower part of the internal oblique 
and transversalis muscles have now to seek a less advantageous 
origin from a new base-—-namely, Poupart’s ligament.”’ 


It appears, then, that for the efficient functioning 
of the sphincteric mechanism subserved by the mobile 
conjoint tendon in man there must be something 


analogous to ‘‘ the peculiarly long anterior edge of the 
ilium, offering a firm line of attachment for the muscula- 
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ture which controls the aperture of the groin—the lower 
parts of the internal oblique and transversalis muscles ”’ 
seen in the monkey. In man, Poupart’s ligament is 
kept under tension by the attachment of the investing 
layer of deep fascia of the thigh—the fascia lata. 

This fascia is subject to heavy strain through the 
muscular origins from the lateral and medial inter- 
muscular septa of the thigh and is liable to stretch and 
weaken at the weakest point in the root of the limb— 
namely, the inguinal ligament. If on the other hand, 
the muscles of the thigh are weak and poorly developed, 
they provide insufficient tensile stretch to the fascia 
lata, which in turn affects the purchase of the conjoint 
tendon from Poupart’s ligament. This hypothesis 
finds support in the actual incidence of inguinal hernia 
in the various age-groups. Hernia is not uncommon 
in infaney, but—this is a significant fact—it disappears 
in most cases when the child begins to walk and bring 
the muscles of the thigh into play. The second peak in 
the appearance of hernia is at puberty and adolescence 
when pelvic pruportions and the angle of the neck of 
femur assume the final orientation and, together with the 
degree of muscular development, indirectly influence 
the stretch on the inguinal ligament. The final plateau 
in the weakening of the groin is seen after the age of 40 
when the musculature of the body has passed its zenith 
of power and development. 

There is, however, a muscle with a special relationship 
to the deep fascia of the thigh—tensor fascia late. From 
a consideration of the comparative anatomy, I am 
inclined to think that a partial operative reattachment 
of the tensor fascize late to the inguinal ligament would 
provide the dynamic purchase to the conjoint tendon 
much more satisfactorily than the fascia lata. 

The operative technique consists of a skin incision along 
the iliac crest from the tubercle to the lateral third of the fold 
of the groin. From the lateral extremity of this incision a 
vertical perpendicular incision is drawn through the ilio- 
tibial tract (between the anterior quarter and the posterior 
three-quarters of its width) to below the insertion of the tensor 
fascie late. This manceuvre eliminates the powerful pull of 
the gluteus maximus on the tensor, which would disrupt the 
attempted union of the inguinal ligament to the tensor. 
There are no motor nerves or blood-vessels crossing these 
incisions. The incisions are deepened and the quadrant of 
musculofascial tissue, pedicled inferiorly on the iliotibial 
tract, is rotated ventrally for an inch under the sartorius, as 
this muscle is lying superficial to the fascia lata, and it is 
anchored to the lateral inch of the inguinal ligament with 
interrupted silk sutures. The remainder of the flap (posterior 
1'’, in. of muscle and tract) is secured with sutures to the 
periosteum of the iliac crest. This hinged flap should permit 
full extension of the hip-joint without causing pressure on the 
lateral cutaneous nerve of the thigh. The nerve-supply of 
the tensor (superior gluteal nerve) is not compromised as the 
nerve enters its deep surface near its geometrical centre. 
It would be safer not to allow weight-bearing for two weeks, 
to allow sound union between the muscle and ligament. 


Zanzibar. J. A. THETHRAVUSAMY. 


DETECTION OF SUBCLINICAL JAUNDICE 
Srr,—We have worked out a simple and quick method 
for estimating the serum-bilirubin level. By this method, 
which requires no colorimeter but simply a test-tube 
and pipette, it is possible to tell within two or three 
minutes whether the level is normal or abnormal. 


1-5 ml. of 10% trichloracetic acid is added to 3 drops 
(about 0-2 ml.) of serum, and the solution is heated over a 
flame. The resulting protein precipitate is allowed to sediment. 
If the sedimented precipitate is white or greyish-white the 
serum-bilirubin level is definitely below 1 mg. per 100 ml. 
(negative reaction). A green or bluish-green precipitate 
indicates a value over 0-9—1-0 mg. per 100 ml. (positive reac 
tion). Where the serum-bilirubin level is above 1 mg. per 
100 ml. the reaction is always positive; and thus sub- 
clinical jaundice, with levels of 1-2 mg. per 100 ml, can be 
distinguished, 
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In about 4% of the cases we have studied the reaction 
was doubtful or slightly positive even where the serum- 
bilirubin level was below 0-9-1-0 mg. per 100 ml. In some 
of these cases the patients had had hepatitis a week or two 
previously. 

This test can be easily carried out in the consulting- 
room, or even in the patient’s home. It is very suitable 
for screening donors. 

Department of Peediatrics, GY VADY 

University Medical School, ‘ ; -J m9 : ; 

Szeged, Hungary. P. EBREY. 
PARTHENOGENESIS 

Str,—A parthenogenetic child must have a haploid 
chromosome number. The diploid number would mean 
a double miracle: unless the mother was tetraploid, 
which would be worth an article of its own. 

The mathematics involved in these considerations is 
simpler than that of probabilities. 

J. C. Bia. 


TIPPING-STRETCHERS IN AMBULANCES 
Sir,—The transportation of patients with bulbar 
palsy presents special problems. Unless special pre- 


cautions are taken saliva will find its way into the 
bronchial tree ; 
in the ambulance, can follow. 
spinal paralysis is also present. 


serious complications, and even death 
The danger is greater if 






8 tilt head-down 12 


Fig. |—Spirometric record: a, 9.8 a.m. ; 
frame ; c, 9.23 a.m. with patient face-up, horizontal. 


Assistance during the journey can be rendered in 
two ways: (1) by postural drainage alone; (2) by 
endotracheal intubation followed by suction, possibly 
together with postural drainage. 

For postural drainage three positions are possible : 

1. Face-down and flat, perhaps with a pillow to raise the 
pelvis. In this position chest movement is somewhat restricted 
and so is the tidal volume. 

2. Face-down on a portable tipping frame. In this position 
chest movement is more restricted. 

3. Face-up with the foot of the streteher raised to give a 
head-down tilt. This position will not impair respiration 
unless the patient is obese or has a large abdominal tumour : 
but even then the position is preferable to a prone one, which 
might be impossible to obtain. 

These points were demonstrated by spirometry. 

A robust youth, aged 14, before operation for inguinal 
hernia was anesthetised with thiopentone 0-5 g. and tubo- 
curarine 15 mg. at 9.5 a.m. The trachea was then sprayed 
with 4% lignocaine and he was intubated with a no. 7 Magill’s 
tube connected to a Water’s canister with a lead to a recording 
spirometer filled with oxygen. Between tracings he was 
receiving nitrous oxide 70% and oxygen 30%. Fig. la shows 
the pattern of respiration at 9.8 a.m. The trolley on which 
he was lying was tipped to 8° and 12°, without change in 
respiratory pattern. He was then placed across a tipping- 
frame, and a further tracing obtained (fig. 1b). It will be noted 
that the tidal volume had been halved even though his vital 
capacity is likely to have increased from inevitable lightening 
of anesthesia. At 9.23 a.m. he was replaced in the original 
position, and immediately his tidal volume and oxygen 
consumption were nearly doubled, no doubt to eliminate 
accumulated carbon dioxide and make good oxygen deficiency 
(fig. 1c). 

From all this we are sure that cases of respiratory 
failure, with or without weakness of swallowing, should 
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Fig. 2—Interior of specially equipped amb e. 





be transported in. ambulances with stretchers that 
can be made to tip and yet still allow adequate access 
to the head for any necessary treatment. 

We have an ambulance specially equipped for this 
purpose (fig. 2), but have also investigated 
the problem of producing this tilt on 
standard ambulances. The result is shown 
in fig. 3. Two jacks are held on to the 
stretcher track by two bolts in previously 
made screw-holes. The stretcher is loaded 
in the usual way, and if the tipis required 
the foot end can easily be raised by one 
person whilst another fits the jacks. 
Should intubation or bronchoscopy become 
necessary during the journey (a very rare 
. occurrence) the head may be too low for 
comfortable working. The head end can then be raised 
temporarily by a second pair of jacks. The pair of jacks 
for the head end are non-adjustable, but the other pair, 
at the foot end, can be raised to either 12 inches or 
18 inches. 








Fig. 3—Stretcher, showing jacks at foot end ( d ). 
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The jacks have been made by the group engineers, 
to whom we are grateful. These simple and inexpensive 
additions may help others faced with similar problems. 

H. B. C. SANDIFORD 

Portsmouth Poliomyelitis Unit. I. McDonaLp. 


‘*ANAEMIA”’ IN PREGNANCY 
Sirn,—Most hematologists working in conjunction 
with maternity departments will support Prof. G. 
Gordon Lennon’s criticism (July 7) of your inverted 
commas. The even more misleading term ‘‘ physiological 
anzemia of pregnancy ”’ can still be found in textbooks of 
obstetrics and elsewhere. Results obtained during the 
last 3'/, years in the antenatal clinic of this hospital 
confirm that more or less severe anemias detected during 
the earlier months of pregnancy and intensely treated 
generally show much better haemoglobin levels at term 
than those of women who were not considered to be in 
need of treatment. Whether, as suggested, blood-trans- 
fusion is necessary in all full-term patients whose hamo- 
globin is below 70% is, however, open to question. 

I also appreciate Professor Lennon’s apprehension 
regarding sternal puncture in pregnant women. ‘The 
mishap to which he refers must be a rare event, but a 
more general reason for avoiding sternal puncture in 
pregnancy is the frightening effect of the procedure on 
these rather ill women. Therefore the technique of bone- 
marrow aspiration from the iliac crest has been adopted 
in our hospital. This has been carried out on a large 
number of obstetric patients during the last 4 years 
without any ill effect whatsoever, and with no technical 
difficulty except perhaps in very obese women at or 
near term. The specimen obtained is generally found to 
be quite suitable for hematological examination. It 
would be a pity if bone-marrow examination, for the 
differential diagnosis of anamia in pregnancy, were 
abandoned or curtailed. Further exploration of anzwmia 
in pregnancy, particularly the megaloblastic group, is 
essential and this is not complete without study of the 
bone-marrow. 


Department of Pathology, H ‘ 
Birmingham Maternity Hospital. . G. 


OBSERVER ERROR 

Sir,—The extraordinarily low observer error achieved 
by Dr. Eley and Dr. Paxon! in their investigation of 
miniature-film reading may well be a mere illusion. 
Dr. Fletcher? perceived intuitively that this reported 
achievement may be only apparent. May I provide a 
more direct demonstration of the validity of his argu- 
ment? I feel impelled to do so because the last paragraph 
in Eley and Paxon’s letter may be taken by some readers 
to imply that the large observer error found for the 
American physicians who collaborated with me in these 
studies may be due to ‘‘ (a) indifferent technique, (b) 
inexperience and lack of training, and (c) attempting to 
read too many films too quickly.” 

The basic problem in evaluating ‘‘ under-reading *’ and 
‘‘ over-reading ’’ in interpretation of radiographs is that 
a method must be developed for classifying each film as 
‘ positive ’’ or ‘‘ negative ’’—that is, whether it contains 
rantgenological evidence of inflammatory disease signifi- 
cant enough to require further study. Without this 
knowledge it is not possible to evaluate the performance 
of an observer in terms of the proportion of ‘‘ positive 
films that he overlooks or the frequency with which he 
provides positive diagnoses on ‘‘ negative’’ films. The 
difficulty arises from the fact that a priori this information 
is not available. The knowledge as to which person in 
the group is ‘‘ positive ’’ in the above sense and which is 
‘negative’? must come from an interpretation of the 
films—which is the very activity that is being investigated. 


KOHLER. 


“e 


1. Eley, A. J., Paxon, T. G. Lancet, 1956, i, 511. 


2. Fletcher, C. M. Jbid, p. 808. 
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COMPARISON OF THE FINDINGS IN THE UNIVERSITY OF 
CALIFORNIA AND THE ELEY AND PAXON STUDIES 
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* Sent to chest clinic for full investigation and treatment. 
. 


The method employed in our studies for identifying the 

‘‘ positives ’’ as reliably as possible was first to attempt to 
select every film which might possibly contain an abnormal 
shadow. This was accomplished by subjecting the films to 
numerous independent interpretations so as to reduce to a 
minimum the probability that a positive film would fail to be 
included. This procedure produced a large number of 
suspects, most of whom were “ false positives,” but this group 
of suspects contained all, or nearly all, the “ true ’’ positives. 
The next step was to obtain a large 14 x 17 in. radiograph of 
each of the suspects and to have these interpreted by a group 
of experts independently, in order to determine which among 
them truly contained réntgenological evidence of inflamma- 
tory disease significant enough to require clinical study. For 
example, in the study * cited by Eley and Paxon some 1800 
miniature films were interpreted ten times, and 254 suspects 
were identified. The large films were interpreted by six 
competent observers who agreed unanimously that 30 of these 
were “* positives *’ in the above sense. These 30 are referred 
to as ‘‘ truly positives.” 


Eley and Paxon’s study differs from ours mostly in 
that they made only two interpretations on the original 
10,000 miniature films. The limitation of this method 
was pointed out very aptly by Dr. Fletcher as follows : 
‘ Among the 10,000 films read by Doctors A and B, there 
may have been some positives which they both missed 
and which are not included in their ‘ error.’’’ This point 
may be illustrated directly by determining what our 
results would have been had we followed the method 
employed by Eley and Paxon, and had our miniature 
films interpreted by only two observers. 


Such a comparison is shown in the accompanying table 
(which was constructed to parallel table u in their letter) 
for the readings of C, and B,—i.e., the first interpretation of 
Observer C and the second of Observer B. These observers 
were selected because the results for them, as shown in the 
upper rows of the table, are almost identical with those of 
Eley and Paxon, shown in the lower rows. 

It will be seen that, if we had the readings of C, and B, 
only, we would not have known of the existence of 30 “ action ” 
or ‘ truly positive ’’ cases, but only of 23 of them. Had we 
based our analysis on these 23 cases, we would have obtained 
for the more successful observer a detection-rate of 91-3% 
(almost identical with the 91-5% of Eley and Paxon’s Observer 
A), and for the other observer a detection-rate of 82-6% 
(compared to the 86-5% in the latter study). We had, how- 
ever, the further knowledge, derived from the other eight 
interpretations, that in addition to the 23, there were 7 more 
‘ action "’ cases (which, incidentally, were just as “‘ positive ’ 
as the 23). An adequate measure ‘of the under- -reading of C, 
and B, must be based not on the accidental number that they 
detec sted, but on the total number of “ action’ cases that 
were known to be present in the group of 1800. When we 
used the 30 as a basis, the estimate for overlooking a ‘‘ positive” 
film was found to be 30% for the more successful, and 36-7% 
for the other observer ; not 8-7% and 17-4%, respectively, 
3. Reference 1 which Eley and Paxon gave is that of another study. 


The data that they cited were taken from Amer. Rev. Tuberc. 
1950, 61, 443 
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obtained by the method employed in the left-hand portion 
of the table. 

This comparison suggests that, if they had known how 
many additional ‘‘ action ’’ cases there were among the 
10,000, Eley and Paxon’s estimates might have been 
different. The reason for their ‘‘ optimistic ’’ report may 
possibly be found in the array of question-marks in the 
right-hand portion of the table, and not in the implied 
superiority of the British observers. 

If, instead of Observers C, and B,, comparison were made 
between two other observers, the results would have been 
essentially the same. On the whole, if the selected observers 
were equally successful or equally unsuccessful the per- 
centage under-reading as determined by Eley and Paxon’s 
method is generally low; if a successful and an unsuccessful 
observer are paired off, the percentage is somewhat higher. 

I have written at this length because it seems necessary 
to call attention to the importance of adequate experi- 
mental designs and analysis in the conduct and evaluation 
of such investigations. On many occasions my colleagues 
and I have advocated that persons engaged in inter- 
preting photofluorograms should conduct dual reading 
experiments. In this connection, it may be worth 
quoting from a paper by three outstanding radiologists, 
Drs. Newell, Chamberlain, and Rigler, who collaborated 
in many of our studies : 

**In discussing this research with others, radiologists and 
chest specialists, the writers find a general unwillingness to 
believe that description of pulmonary lesions are as unreliable 
as we found in the present study. The present writers have 
become accustomed to this skepticism and believe that only 
those who have themselves made duplicate readings of a 
series of films can come to appreciate the hard fact of their 
own unreliability.’’ ¢ 

It now appears that making duplicate readings alone 
is not enough. Considerable efforts are likely to be 
saved, and the results are likely to be more meaningful, 
if such studies are planned from the first with the 
assistance of a specialist in biostatistics. 


School of Public Health, 
University of California, 


Berkeley 4, California. J. YERUSHALMY. 


FIRST-AID MANUALS 

Sir,—Your annotation of July 14 on the Mortality of 
Anesthesia raises yet another problem in the teaching 
and practice of first-aid. 

You say that ‘‘ regurgitation and vomiting soon after 
loss of consciousness is still one of the greatest dangers 
of anzsthesia,’’ and you stress the need for the rigid 
enforcement of the four-hour rule of giving nothing by 
mouth. r 

On the other hand, the 40th edition of First Aid to 
the Injured (St. John Ambulance Association), discussing 
the treatment of shock (p. 65), advocates stimulation of 
the patient (where able to swallow and where internal 
injuries are not suspected) by strong tea or coffee, meat 
extracts, or milk. These two statements are obviously 
incompatible ; for, where an injury is severe enough to 
require treatment under an anesthetic, the patient will 
usually have shown some degree of shock. On at least 
two occasions within the last month, house-surgeons 
have protested about the administration of tea by 
first-aiders at units under my medical charge. . 

In supporting my colleagues, Dr. Watson (June 30) and 
Dr. Trevethick (July 14), in their plea for revision of 
the handbooks, I submit that by propagating this out- 
moded teaching about hot drinks for shocked patients 
we may be adding greatly to the risks run by those who 
are seriously injured. 

Treeton, near Rotherham. R. McL. ARCHIBALD. 

Str,—As a layman with a quarter of a century’s 
experience in first-aid, may I strongly support Dr. 
Amer. Rev. 


4. Newell, R. R., Chamberlain, W. E., Rigler, L. 
Tuberc. 1954, €9, 566. 
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Trevethick’s criticism of the conflicting advice in the 
first-aid manuals—criticism which I myself would extend 
to articles written by doctors in the lay press ? 

Many first-aiders accept these contradictions unmoved, 
and use their ‘‘common sense’’: which is obviously 
the most dangerous of all courses. The more intelligent 
and therefore critical first-aider, on the other hand, tends 
to lose confidence in the pronouncemerts of his medical 
mentors, and since (as Dr. Trevethick says) he cannot 
argue the merits of the different methods, attaches 
himself to the doctrine of his own particular voluntary 
society. But he has a feeling that amounts almost to 
certainty that he frequently does the wrong thing. 

A few of the more outstanding examples of conflict 
in medical opinion may be quoted : 

Treatment of arterial hemorrhage where bleeding cannot 
be arrested by. direct pressure.—Medical opinion seems equally 
divided between the pressure-point and Esmarch’s tourniquet 
as the method of choice. 

Crushed limb.—One school of thought maintains that 
sodium bicarbonate should be administered before the limb is 
released ; the other that this treatment is useless because 
insoluble salts are formed in the kidney in any case. 

Cold compresses over the site of an internal h»morrhage 
are advocated in the St. John and other textbooks. Yet 
many doctors ridicule this measure. 


.It is all very confusing to laymen who, because doctors 
cannot be ubiquitous, frequently have patients’ lives 
in their hands. 

London, 8.W.20. 


Medicine and the Law 


F. R. FrEewI1n. 


A Particular Charity 


In 1927 the Ulverston and District New Hospital 
Building Fund was opened with the object of providing a 
new hospital for the district served by the Ulverston 
Cottage Hespital, which had become inadequate for its 
needs. Until 1942 sums were contributed, partly by 
subscribers who gave their names, partly in the form of 
bequests, and partly from anonymous sources, through 
collecting boxes, rummage sales, whist drives, entertain- 
ments, and the like. But the response was never on the 
scale required and the scheme was finally abandoned on 
the passing of the National Health Service Act, 1946. 
In 1955 the trustees of the fund, which then stood at 
£32,000, applied to the Court to determine (1) whether 
the whole or any part of the fund was held on a general 
charitable trust and fell to be administered by a scheme 
cy-pres for other charitable purposes, or (2) whether it 
was held on a resulting trust and so was returnable to 
the donors. The Attorney-General for the Duchy of 
Lancaster, representing the Charity Commissioners, and 
the Swarthmoor and Ulverston Co-operative Society 
Ltd. (which had subscribed £500 to the new hospital 
fund) were joined as defendants. On Feb. 10, 1956, the 
Vice-Chancellor of the Court of the County Palatine of 
Lancaster held that, as the building and maintenance 
of a new hospital was the sole purpose for which the fund 
was raised, there was no room for the cy-pres application 
of the fund; and he declared that the society and all 
other persons and bodies identifiable as having made 
individual subscriptions were entitled to be repaid such 
proportions of the fund as the sums contributed by them 
bore to the total collected ; and he directed an inquiry 
to ascertain what were the subscriptions to the fund and 
the amounts and sources thereof. The Attorney-General 
appealed. 

Lord Justice Jenkins said that the Vice-Chancellor 
had applied the general principle that, where a fund had 
been raised for a particular charitable purpose which 
failed ab initio, the subscriptions received from identifiable 
donors were returnable to the persons who had con- 
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tributed them. On appeal the Attorney-General had 
submitted that there must be imputed to all subscribers 
to the fund a general charitable intention to secure the 
improvement of the facilities for medical and surgical 
treatment in the districts served by the Ulverston 
Cottage Hospital. His Lordship could not accept that 
argument. 

The Attorney-General had also raised another argu- 
ment based on the fact that the fund included sums 
received from anonymous sources. This argument was 
that people who contributed to a fund of this sort by 
putting cash into a collecting-box, paying the entrance 
fee for a whist drive, or the like, or who sent money 
direct to the organisers with nothing to indicate the 
identity of the donor, obviously did not expect to see 
their money back, whatever the fate of the appeal might 
be, and must be taken to have parted with it out and 
out; and that if that was so for anonymous contributors, 
it followed that subscribers who gave their names and 
were aware that their subscriptions would be mixed with 
non-returnable contributions from anonymous sources 
must be taken to have contributed with a similar general 
charitable intention. His Lordship rejected that argu- 
ment too. It was clear that the Co-operative Society, 
although it had made its first contribution after the first 
anonymous contributions had come in, had intended to 
subscribe to the cost of building the proposed new 
hospital and nothing else. His Lordship could not see 
why the imputation of a general charitable intention to 
anonymous contributors should afford any ground for 
imputing a general charitable intention to subscribers 
who gave their names. Prima facie, the subscriber who 
gave his name intended to subscribe for the particular 
and exclusive purpose for which his subscription was 
solicited and none other; and if that purpose failed 
there was a resulting trust in his favour. It might or 
might not be desirable for the law to be altered so as to 
make all funds subscribed for charitable purposes which 
failed applicable cy-pres for other charitable purposes 
to the exclusion of any resulting trust in favour of the 
donors. But as the law stood it was not to that effect. 
The appeal should be dismissed. 

The Master or THE Roxwis (Lord EversHep) and 
Lord Justice Hopson concurred. 


In re Ulverston and District New Hospital Building Fund. Court of 
Appeal: (Lord Evershed, M. Jenkins and Hodson, L.JJ. 
July 13, 1956.) Counsel and solicitors: The Attorne y-General 
for the Duchy of Lancaster (E. Milner Holland, Q.c.) and 
P. A. Ferns (solicitors to the Duchy of Lancaster); Raymond 
Jennings, Q.c., and H. C. Easton (Hazlewood, Hare & Co. for 
Aston Hanwood San Garde and Green, Manchester); R. C. 
Seddon (Hatchett Jones & Co, for Frank Jackson, Ulverston). 


M. M. Hitt 


Barrister-at-law. 


Public Health 


Poliomyelitis 
UNCORRECTED notifications of poliomyelitis in England 
and Wales in the week ended July 14 were as follows : 
paralytic 49 (72), non-paralytic 58 (42); total 107 (114). 
This is a decrease of 7 compared with the previous week, 
the figures for which are in parentheses. 


Births and Deaths in the June Quarter 


Provisional figures issued by the Registrar-General ! 
show that in the June quarter of this year the birth-rate 
in. England and Wales was 16-5 per 1000 population. 
This is the highest rate for a June quarter since 1951. 
The death-rate was 10-9 per 1000 population, compared 
with 11-2 in the second quarter of 1955. The infant- 
mortality rate was 23-0 per 1000 related live births—a 
new record low rate for a June quarter. The stillbirth-rate 
was 22-6 per 1000 live and stillbirths, compared with 23-0 
in the corresponding quarter of last year. 


Return for England and Wales: 
H.M. Stationery Office. Pp. 20. 


1. Registrar-General’s Weekly 
week ended July 14, 1956. 
ls. 3d. 
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‘*For the Present ’’ 


In the course of his opening speech in the debate on 
foreign affairs in the House of Commons on July 23, 
Sir ANTHONY EDEN, the Prime Minister, referred to the 
limitation of hydrogen-bomb tests. He described the 
report lately presented by the Medical Research Council 
and the report from a similar committee in the United 
States as “on the whole reassuring, at least for the 
present.”’ He did not put it beyond that. We still had 
a problem to handle, and the Powers concerned must 
try to work out proposals to limit and control test 
explosions. He knew that it would not be easy, but it 
would be wise to prepare now to avoid the risk that the 
multiplication of experiments, if extended over a long 
period, could have an effect on human health. The 
Government would have preferred to deal with this 
question in the context of a disarmament convention, 
but he would like to make it clear that they were ready 
now to discuss the matter separately, from the disarma- 
ment convention. If they were to attempt this, as he 
wished that they should, it would clearly be necessary 
that each government should try to work out the best 
method of limitation and control that they could con- 
trive for these tests. Her Majesty’s Government proposed 
to do this ; in fact, they had already given much thought 
to the matter. They had no rigid ideas as to the extent of 
the limitation to which the Powers could agree, except 
that it should be reasonably fair to all concerned. 


Health in Scotland 


The debate in the House of Commons on July 17 was 
centred on the report of the Department of Health for 
1955,' but it covered social and medical problems many 
of which Scotland shares with England—such as cardiac 
disease, cancer of the lung, the care of old people, the 
organisation of general practice. Other problems present 
themselves in an acute form in Scotland. Dr. Dickson 
MABON described the Scottish infant and maternal 
mortality rates as “ a disgrace not only to Scotland but 
to Great Britain.’’ Again though tuberculosis mortality 
is falling, here, too, Scotland lags a good way behind 
England. But Mr. James Stuart, the Secretary of State 
for Scotland, was able to report that a series of com- 
munity-wide mass radiography surveys are beginning 
as part of a two-year campaign against tuberculosis.’ 
He also said that Scottish parents have been eager to 
register their children for vaccination against poliomye- 
litis—42% of all eligible children were registered com- 
pared with 29% in England and Wales. Indeed most 
of the black spots on Scotland’s health record seem to be 
due not so much to lack of active medical care as to 
bad housing, and Mrs. JEAN MANN, who summed up 
for the Opposition, gave due credit for progress to 
medical science, and asked : ‘‘ When we probe the disease 
over which we as politicians have some control, what 
do we do?” 

Mr. J. Nixon BROWNE, joint under-secretary of State 
for Scotland, drew attention, as an example of the 
changing pattern of the hospital service, to the fact that 
though the number of occupied beds in 1955 had fallen 
slightly compared with 1954, the total number of patients 
had increased. What we wanted, he believed, was not 
a bigger and better health service but just a better one. 
We might well be reaching the peak of size and numbers, 
and arriving at the stage when our ideal would be not 
more hospital beds but a quicker turnover; not more 
and larger hospitals, but more efficient and more up-to- 
date premises ; not more specialists, doctors, and nurses, 
but better facilities for them to do their work; not 
ever-increasing battalions of patients with minor ills and 
ever-increasing millions of costly prescriptions, but a 
healthier nation ‘* freed from many of today’s scourges, 
freed from the time-wasting and heart-break of minor 
ills, and understanding that good health depends 
not on the bottle of medicine but, most of all, on 
ourselves.” 

1. See Lancet, 1956, i, 800. 
2. Ibid, July 7, 1956, p. 42. 
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Public Health Inspectors 


On July 18 the Sanitary Inspectors 
Designation) Bill was read for a third time. Some 
members could see nothing wrong with the present title 
and it was suggested that the change to “ public health 
inspectors’? might lead to confusion with other members 
of the staff of the medical officer of health. But Miss 
PaTRICIA HORNSBY-SMITH, parliamentary secretary to 
the Ministry of Health, said that the Bill had the full 
support of the Minister. The Working Party, set up in 
1951, considered that the term “ sanitary inspector ”’ 
was no longer a correct description of the work of these 
officers and that it was a deterrent to recruitment. She 
reminded members that the Royal Sanitary Institute 
had lately changed its title to the Royal Society for the 
Promotion of Health and that the Institution of Sanitary 
Engineers had become the Institution of Public Health 
Engineers. 

Crash Helmets 

At the report stage of the Road Traffic Bill in the 
House of Lords on July 19 Lord MANcROoFT, on behalf 
of the Government, accepted the principle, though not 
the actual words, of an amendment proposed by Lord 
Lucas of CHILWORTH making it an offence to manu- 
facture or sell a helmet not fulfilling recognised specifica- 
tions. The helmet which had lately received publicity 
was, so far as he had ascertained, never intended for 
use as a crash helmet and how it got into circulation was 
not yet clear. 

QUESTION TIME 
Deposit of Strontium 90 

Replying to a question, Major GwityM Lioyp-GEORGE said 
that the deposit of strontium 90 before the first major 
thermonuclear test was 2 millicuries per square mile. The 
present deposit was 14 millicuries per square mile. It was 
expected that thermonuclear tests carried out up to June, 1956, 
would increase the total deposit to 45 millicuries per square 
mile by about 1965. 

Health Questions 


Mr. KenNnetTH Roprnson asked the Chancellor of the 
Exchequer to what extent prospective entrants into the Civil 
Service are required to give information about insanity among 
members of their family ?—Mr. Henry Brooke replied: All 
successful candidates in open competitions for establishment 
are asked, among many other questions relating to their 
health, whether any of their near relations have had pulmonary 
tuberculosis, asthma, fits, epilepsy, or mental disorder. Mr. 
Rosryson: Is the right hon. Gentleman aware that it is 
this kind of question, asked by Government departments and 
other prospective employers, which does as much as anything 
to perpetuate in the public mind the stigma connected with 
mental illness ? Will he give a lead on behalf of Government 
departments to eliminate this question in the future? Mr. 
Brooxe: I think that the hon. Member is going a little too 
far. It is not unreasonable to ask questions of this kind of 
a candidate for establishment, because the Civil Service 
commissioners must be able to assess the likelihood of a man 
being able to give regular and effective service. 


Distinction Awards 


Mr. K. Rosrnson asked the Minister of Health what 
considerations were taken into account in the selection of 
consultants for merit awards; and whether there was a 
lower age-limit.—Mr. R. H. Turton replied: Selection is on 
the advice of the advisory committee on distinction awards who 
base their recommendations on professional distinction. There 
is no lower age-limit. Mr. Rosprnson: Is the Minister aware 
of the feeling that the committee which makes these recom- 
mendations is apt to equate merit with age ? Is he personally 
satisfied that the arrangements are working well and that 
younger consultants get a fair share of these awards ?— 
Mr. Turton: I think this is working reasonably well. Con- 
sultants over the age of 70 are not eligible for awards. I 
find that the lowest age at which an award has been given 
is 33. The average age for A awards is 51 and for B awards 
47, which is reasonably satisfactory. 


Hospital Pharmacists 


Mr. V. J. Coins asked the Minister if he was aware that, 
despite the salary award of May, 1955, the pharmaceutical 
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staffs of hospitals are 30% under establishment, and that the 
position is deteriorating ; and what steps he would take to 
effect an improvement.—Mr. Turton: I am aware that 
there is a shortage of pharmacists in hospitals, as elsewhere, 
but precise details are not available. I am considering what 
action can be taken. Mr. Coxttins: Is the Minister aware 
that whilst*he is considering this action, and for the past 
twelve months, hospitals have had to pay 14-16 guineas a 
week for locum pharmacists because they cannot now recruit 
permanent staff at £550 a year ?—Mr. Turton: The 
remuneration of locum pharmacists is a matter in the first 
instance for the Pharmaceutical Whitley Council. 

Mr. ARTHUR BLENKINSOP : Could the Minister say whether 
the dispensing services in some hospitals have had to be 
closed down because of the lack of staff ?—Mr. Turron : 
It is known that in two hospitals the chief pharmacists have 
recently left the hospital service for outside employment. 
This is a general difficulty throughout the country. There is 
a shortage of pharmacists, not only in the hospital service 
but in our other services, and I am certainly perturbed 
about it. 

Retrolental Fibroplasia 


Mr. B. Harrison asked the Minister why treatment avail- 
able outside the service for curing or alleviating blindness 


‘in small children was not available through the National 


Health Service.—Mr. Turton replied: I am aware that 
a doctor who does not practise in the N.H.S. claims to be able 
to treat some of these children successfully. I have had 
repeated inquiries made for the evidence on which his claims 
are based and have been unable to obtain any evidence at 
all or even, latterly, any reply to inquiries. I regret to say 
that I am advised by the most distinguished eye surgeons 
that there is no known effective treatment for the type of 
blindness in question. The claims made can do nothing but 
raise false hopes and lead to fruitless expenditure of consider- 
able sums of money. Mr. Harrison : How does the Minister 
explain the fact that the parents of these children have 
noticed an improvement in their sight after they have been 
treated by this doctor ?—Mr. Turton : The type of blindness 
in question is retrolental fibroplasia. I am advised that some 
of the children have a small remnant of sight left, enough 
just to perceive light. A very young baby cannot demonstrate 
that, but as his mental capacity develops he becomes able 
to appreciate and follow light and to show others that he 
can do so. This gives the impression that the sight has 
improved when it may not really have done so. Spontaneous 
improvement occurs in some cases during the first few weeks 
of the disease. Mr. SOMERVILLE Hastines: Am I right in 
concluding that the most distinguished ophthalmic surgeons 
are engaged in the N.H.S.-and that better treatment cannot 
be obtained outside the service than in it ?—Mr. Turron: 
That is perfectly true. The point here is that these parents 
are being asked to pay £500 for the treatment when we can 
find no evidence of any advantage received by the children. 


Adviser in Parentcraft 


Mr. BLENKEINSOP asked the Minister what arrangements 
he had made for the discharge of duties formerly carried out 
by the adviser in parentcraft to his department.—Mr. 
Turton: Any necessary work in this field is now fully 
covered by medical officers specialising in maternity and child 
welfare and by public-health nursing officers of my department. 


Tranquillisers 


Mr. BLeNkrysop asked the Minister what action he was 
taking to prevent the excessive prescribing of tranquillisers 
in view of recent medical information.—Mr. Turton: 
Responsibility for what is prescribed must rest with the 
doctors concerned, but I have no doubt they are well aware 
of the desirability of restricting quantities of these and other 
drugs to the minimum necessary fof the treatment of the 
patient. Mr. BLENKINSOP: Does the Minister realise that a very 
strong advertising campaign about this specific type of drug 
is being started, and that doubts are expressed in medical 
circles about the value of the drug ? Could he not say that the 
prescribing of it will be restricted to hospitals until we have 
further information about it ?—Mr. Turron: No, Sir. 
Doctors must be free to prescribe. It is not advisable, in 
my view, for Ministers to interfere with the right of doctors 
to prescribe. However, if the medical profession has doubts 
about the advisability of these drugs, then I feel sure there 
will be a drop in the number of such prescriptions. 








208 THE LANCET] 


Obituary 


JAMES ORFORD WALLACE DICK 
M.B. Camb. 


Dr. Dick, who died from poliomyelitis on July 14 
at the age of 39, came from a distinguished medical 
family. His father was the late Mr. J. R. Dick, the 
Scarborough surgeon, and his elder brother is physician 
to Addenbrooke’s Hospital. He was educated at Welling- 
ton College and Trinity Hall, Cambridge, and he com- 
pleted his training at the London Hospital, qualifying 
in 1941. He was house-physician and receiving-room 
officer at the London and house-surgeon at Haymeads 
Hospital before joining the R.A.M.C. in 1942. He 
volunteered for the Airborne Division and served in a 
glider battalion in France and Germany. He was at 
one time D.A.D.M.Ss. and later, with the rank of lieut.- 
colonel, he commanded a field ambulance in Norway 
and later in Greece. At the end of the war he returned 
for a year to the London, working in the receiving-room 
and as an assistant on the medical unit. In 1948 he 
settled in practice in Abingdon. In 1943 he married 
Miss Mary Sykes, who survives him with their four 
children. 

J. E. writes: 

Orford Dick looked what he was. He had the tall broad- 
shouldered figure of the natural athlete, his clear mind and 
firm character showed in his face, his eyes showed his under- 
standing and his essential kindness, his frequent smile his 
constant enjoyment of life. The quiet dignity of his bearing 
revealed the perfect balance and completeness of his person- 
ality. He was a man of wide interests and all his life found 
it neither desirable nor possible to follow a few to the exclusion 
of others. Even at Cambridge he resisted the temptation to 
concentrate on hockey and golf, at which he excelled, so 
that he might enjoy university life to the full. Yet he set 
himself high standards in all that he did, and whatever 
he took up he studied carefully and methodically and his 
interest in it was maintained. 

It was inevitable that he should be attracted to general 
practice, and he was both ideally suited and thoroughly 
prepared for it. His natural qualities had been matured and 
enhanced by his experience in the war, both as a student 
and in the Army. His able inquiring mind kept him abreast 
of advance in medicine, and his sensibility and presence 
enabled him to put it to good use. His integrity made him 
intolerant of anything but high standards in himself or others. 
He commanded the confidence, respect, and deep affection 
of his patients. He was a man who, in a most progressive and 
happy partnership, could bring the best traditions of the 
past, of which he had so strong a sense, to the efficient service 
of modern medicine in a new pattern of practice. 


PETER SHAW HOLLINGS 
M.A. Camb., F.R.C.S.E. 


Mr. P. S. Hollings, senior surgeon to the ear, nose, 
and throat department of the Durham and North West 
Durham hospital groups died on June 18, at the age of 40. 

He was educated at the Leys School and at St. John’s 
College, Cambridge. He undertook his clinical training 
at the Middlesex Hospital, where he qualified L.M.s.s.a. 
in 1943. Later he held resident posts at the Guest 
Hospital, Dudley, and the Royal Hampshire County 
Hospital, Winchester. Ill health prevented him from 
serving in the Armed Forces. In 1947 he took the 
F.R.C.S.E. He became interested in otorhinolaryngology, 
and after holding registrar appointments in this depart- 
ment at the Royal Hospital, Wolverhampton, he was 
appointed to his post with the Durham and North West 
Durham hospital groups in 1951. 

Of his work there, A. Z. writes : 

Hollings did a great deal to develop this service in the 
hospital groups in which he worked and to reduce their 
waiting-lists to reasonable proportions. Although he began 


to feel unwell at the beginning of this year, he continued 
working until a few weeks before his death. He was a 
forthright determined man who always spoke his mind freely ; 
he was a pleasant companion and it was always a pleasure 
to go with him round his garden, in which he was very 
interested 

Mr. Hollings leaves a widow and two young daughters. 
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Notes and News 





CHANGES IN SOCIAL-SERVICE PAYMENTS 


Tue following arrangements have been made to introduce 
the changes and improvements in allowances for war widows’ 
children, family-allowances, national-insurance and industrial- 
injuries benefits for widows and children, earnings rules for 
retirement and widow pensioners, and a supplement for totally 
disabled men on workmen’s compensation. 


War widows with children.—From Aug. 6 the allowance for each 
child of a war widow will be raised by 5s. a week. Payments for 
war orphans will also be increased by 5s. a week. The maximum 
rent allowance for widows of other ranks with children will go up 
from 15s. to 20s. a week. The increased payments will be made 
automatically and no claim is needed. 

School-children and apprentices.—From Aug. 1 school-children and 
apprentices who are not fully earning their living will count for 
family allowances and for the children’s benefits of the national 
insurance and industrial injuries scheme up to their 18th birthday. 
Family allowances and insurance benefits which were due to stop 
or be reduced on July 31 because a child would then have reached 
the old age-limit will be continued automatically, but in all other 
cases fresh claims will be needed. 

Disabled children.—From Aug. 1 the age-limit for children 
physically or mentally too ill to go to school or work is raised to the 
16th birthday. 

Third and younger children.—From Oct. 2 the family allowances 
for third and younger children will be raised to 10s. a week. Parents 
should do nothing until September. They will then be asked to let 
the loca} Pensions and National Insurance office have their allowance 
order books. 

Widowed mothers’ children.—From Oct. 2 widows will have their 
allowances increased by 5s. a week for each child. The similar 
allowances for children paid to widows under the industrial-injuries 
scheme will also be increased by 5s. a week. No claim tor the 
increase is necessary. 

Widowed mother’s personal allowance.—A new benefit—the 
widowed mother’s personal allowance-——will be introduced from 
Aug. 21 for widows who do not qualify for the ordinary widowed 
mother’s allowance because they no longer have a son or daughter at 
school or in apprenticeship. This allowance—normally 40s. a week— 
will be paid to a widow who has a son or daughter under 18 living 
at home even though the son or daughter is earning a living. It 
cannot be paid in addition to a widow’s pension. A similar provision 
for widows is being made under the industrial-injuries scheme. Any 
widow who thinks she may qualify should get a claim form from the 
local Pensions and National Insurance office. 

Length of marriage.—From Aug. 21 the 10 years of marriage 

required as a qualification for a widow’s pension is reduced to 3 years. 
This will apply to women widowed since July 5, 1948, and any widow 
who failed to get a full pension solely because of the 10-year rule and 
whore marriage lasted 3 years or more should claim a pension again 
now. 
Supplement to workmen’s compensation for totally disabled.— 
From Aug. 29 a supplement of 17s. 6d. a week will be paid to totally 
disabled people still drawing weekly payments of workmen’s 
compensation. Any totally disabled man receiving weekly payments 
of workmen’s compensation who has not had a letter from the 
Ministry by July 30 should ask for a claim form from the local 
Pensions and National Insurance office. 

Earnings rules.—From July 30, the amount which retirement and 
widow pensioners can earn without reductions in their pensions is 
raised to 50s. a week. Pensioners earning over 50s. a week will 
have only 6d. deducted from their pension for each shilling earned 
between 50s. and 70s. a week. The amount which a widowed mother 
can earn without reduction in her allowance remains at 60s. a week, 
but from July 30 only 6d., instead of 1s., will be deducted for each 
shilling she earns between 60s. and 80s. a week. 


CONSULTANT RANK WITHOUT CONSULTANT PAY 


Reports have appeared in the press that the Leeds Regional 
Hospital Board had refused to implement the findings of a 
Whitley appeal committee and that the Minister of Health 
has directed it to do so. The board has now issued a state- 
ment. This explains that it had decided that the number of 
consultants in anwsthetics should, wherever possible, be 
sufficient to cover about half of all the anwsthetic work 
required, and establishments were fixed accordingly. In the 
case in question a senior hospital medical officer obtained a 
higher qualification in anesthetics. A special grading com- 
mittee upgraded her, with others, to consultant rank without 
entitlement to be remunerated as such while holding their 
present posts—a non-entitlement strictly in accordance with 
directions issued by the Ministry of Health. At that time 
the anesthetist was sent a letter stating that if she applied 
for a consultant appointment that letter could be used as 
evidence that she had achieved consultant status. The 
anesthetist subsequently applied for her existing post to be 
recognised as a consultant post. In the opinion of the board 
there was no justification for increasing the establishment of 
anesthetists at the hospitals at which she was engaged, since 
the consultant cover was already adequate. This anesthetist 
could have applied also for consultant appointments at other 
hospitals in the region, but had not elected to do so. The 
board had been unanimous in its decisions to resist the appeal 
and subsequently, on the advice of Queen’s counsel, to refuse 
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to implement the award of the appeals committee. The 
direction of the Minister had removed from the board the 
responsibility for acting in a manner which its legal advisers 
had stated would otherwise be illegal. 

The statement ends: ‘ The proceedings in this particular 
case have thrown into sharp relief features which the Board 
regard as essential weaknesses in the existing Whitley 
machinery. A Committee has been appointed to review the 
matter and to submit a report upon which recommendations 
can be made for improvements.” 


AN S.H.M.O. CASUALTY POST 


AT a meeting of the Paisley and District Hospitals Board 
on July 12, Dr. C. Stewart Black, the chairman, said he had 
resigned from the British Medical Association in protest against 
the refusal of the British Medical Journal and The Lancet to 
publish the board’s advertisement for a casualty officer to 
work at Paisley Royal Alexandra Infirmary, in the grade of 
senior hospital medical officer.1 The advertisement, he had 
been told, was refused at the request of the regional com- 
mittee of consultants and specialists because the committee 
thought that the grading of the post should be that of con- 
sultant. ‘‘ There has thus arisen a situation which in my 
view is intolerable,’ he said; a decision approved by the 
regional board could not be put into effect unless it had the 
approval of the board’s employees. 

Dr. Black was incorrect in saying that The Lancet had 
refused the advertisement. When we were told about the 
local objection, we postponed publication in the hope that 
agreement would be reached. But on hearing from the Western 
Regional Hospital Board that no change would be made, we 
published it on July 14. At that time we were still without 
particulars of the objection raised by the regional consultants 
and specialists committee ; but information about this was 
published by the chairman (Dr. Alexander Smith) and the 
secretary (Dr. D. McKay Hart) in a statement issued on 
July 16.2. This statement evoked a letter from Dr. Black ® in 
which he said that they were incorrectly informed. 


BIOLOGICAL ABSTRACTS 


Tue journal British Abstracts of Medical Sciences is to have 
a new title: International Abstracts of Biological Sciences. 
This change is being made because the journal is to cover a 
wider range of biolog‘cal research subjects, and next year 
translations of abstracts in two Russian journals are to 
appear simultaneously in International Abstracts. Offers of 
help in translating these Russian abstracts should be addressed 
to the editor, Dr. C. C. N. Vass, c/o Pergamon Press Ltd., 
4, Fitzroy Square, London, W.1. or 122, East 55th Street, 
New York, 2 22, N.Y 


RETARDED CHILDREN 


Two new short and simple books will be welcomed by 
parents of severely retarded children. 

Richard Motte is a mongolian idiot. For most of his life 
he has been over-active, noisy, distractable, and lacking in 
social responsiveness. In The Hand of the Potter * Mr. and 
Mrs. Motte describe their life with him. Their unswerving 
devotion to the child, who was finally admitted to an institu- 
tion, produced no results that are of value to the community, 
and their long years of self-sacrifice might seem wholly futile ; 
but this is not the case. The record which they now publish 
will comfort and help many parents in a similar position, and 
it will help doctors and mental-health workers to understand 
with deeper sympathy the fierce, and not always rational, 
devotion with which the parents of mentally handicapped 
children cling to their rights as parents. The over-growth 
of parental love is often irritating and frustrating to doctors ; 
but this book shows that we would do well to approach the 
families of retarded children with admiration for unrewarded 
love. 

Mentally Handicapped Children ® is a useful little manual 
on the upbringing of a retarded child, and giving good guidance 
on basic needs and how they are best met in the home. It 
is practical and up to date, and it is written in admirably 
simple English. 


1. Times, July 13, 1956. 
2. Scotsman, July 16, 1956 ; 
3. Glasgow Herald, July 17. 
4. The Hand of the Potter. By NEL and PETER MOTTE. 
Cassell. 1956. Pp. 96. 8s. 6d. 
5. Mentally Handicapped Children. London: 
tion for Mental Health. 1956. Pp. 88. 6s. 


Glasgow Herald, July 16. 
London : 
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MEMORIAL TO MARJORIE BACK 


A NEw clinic at Bedfont has been named after the late 
Dr. Marjorie Back, who until her retirement in 1948 was a 
principal assistant medical officer on the staff of Middlesex 
County Council. Opening the clinic on July 19, Dr. A. C. T. 
Perkins, the county medical officer of health, remarked that 
the proposal to name it after Dr. Back had been made by 
the health visitors who had worked with her and who 
wished thus to commemorate her outstanding work for the 
maternity and child-welfare services. 


[suLy 28, 


University of Oxford 

On July 7, the following degrees were conferred : 

D.M.—C. W. Bartley. 

B.M.—Geoffrey_ Richman, J. A. F. Barnes, D. H. 8S. Stephens, 
K. P. 8. Lumley, E. A. Mortis, D. Y. Sharples, J. H. Scott-Wilson, 
A. B. Shrank, J. M. Brindle, H. L. Craig, R. D. Stedeford, D. A. 
Lillicrap, W. H. Clarke, Pamela M. Fullerton. 

University of London 

Prof. W. G. Barnard has been elected dean of the faculty 
of medicine for 1956—58 

Mr. L. A. Elson, Px.D., British Empire Cancer Campaign 
intermediate research fellow, has been appointed to the 
university readership in biochemistry at the Institute of 
Cancer Research: Royal Cancer Hospital. The title of 
professor of experimental pathology (histopathology) has 
been conferred on Mr. E. 8. Horning, D.sc., in respect of his 
post at the institute. 

The title of professor emeritus has been conferred on 
the following : 

Prof. H. Berry, F.R.1.c., on his retirement from the professor- 
ship of pharmaceutics at ‘the School of Pharmacy; Prof. J. 
Cowell, F.R.c.P., on his retirement from the chair of dietetics at 
University College Hospital Medical School; Prof. J. M. Mackintosh, 
F.R.c.P., on his retirement from the chair of pole health at the 
London School of Hygiene and Tropical Medicine; Prof. ° 
Raistrick, F.R.8s., on his retirement from the chair of biochemistry 
at the school; Prof. A. Meyer, M.D., on_his retirement from the 
pa of ne uropathology at the Institute of Psychiatry ; 
-rof. . Webb, M.p., on_his retirement from the chair of 
pathology at the Royal Free Hospital Schoo] of Medicine. 

Royal Institute of Public Health and Hygiene 

Dr. Peter Bishop will deliver the Bengué lecture for 1956 
at the instjtute, 28, Portland Place, London, W.1, on 
Wednesday, Oct. 17, at 3 p.m. He will speak on Obesity. 


London College of Osteopathy 

A number of Leverhulme scholarships (£625) are available 
to medically qualified men and women. Particulars can be 
had orgy the oe of the college, 25, Dorset Square, 
London, N.W.1 


Society of PP ae of 1 Lenten 

On July 18 the honorary freedom of the society was con- 
ferred on. Sir James Paterson Ross, who was introduced to 
the Master, Dr. Neville Finzi, by Sir Cecil Wakeley. 

The Joseph Rogers prize for the best essay on “‘ the treat- 
ment of the sick poor of this country and the preservation 
of the health of the poor in this country,’’ which is awarded 
every ten years by the president of the Royal College of 
Physicians and the master of the Society of Apothecaries, 
has this year been awarded to Dr. J. H. Weir. 





Royal Medico-Psychological Association 

The association’s 115th annual dinner was held on July 19. 
Proposing The Association, Miss Patricia Hornsby-Smith, 
parliamentary secretary to the Ministry of Health, spoke 
appreciatively of the work done by its members in face of short- 
age of beds and staff, out-of-date buildings, and limited funds. 
This country was more advanced in the extent to which 
restraint had been abolished than many others; and, Miss 
Hornsby-Smith declared, no stigma should remain attached 
to mental illness. The president, Dr. T. P. Rees, spoke of the 
tremendous task ahead. Yearly admissions to mental hos- 
pitals had risen from 20,000 to 71,000 in the past twenty- 
five years. Perhaps the answer did not lie in bigger and 
better mental hospitals, but in the psychiatrist going out 
into the community in the work of prevention. Dr. W. S. 
Maclay wittily enumerated and proposed The Guests. In his 
reply, Mr. Christopher Mayhew expressed trepidation at 
speaking before an audience whose training enabled them to 
discern “ the attitudes behind the platitudes.’’ He referred to 
the increasing recognition of the important part played 
by psychological factors in every walk of life, including 
international affairs. 
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University of Edinburgh 
On July 18 the following degrees and diplomas were 


conferred : 
M.D.—B. A. 


I. C. Lewi 

M.Ch. R. B. Duthie (gold medal). 

Ph.D. in the faculty of medicine.—D. B. Horn, t 
Singh, t Harendra Prasad Sinha, Maung Mya Tu. 

M.B.. Ch.B.—E. 1. Adam, Margaret Aitken, W. B. Aitken, 
Mary M. Anderson, O. A. Audain, P. M. Barnes, J. 8. Barr, J.C. J. L. 
Bath, R. W. Bell, F. E. P. Bernard, G. W. Beveridge, R. D. R. 
Birtwhistle, L. M. Black, Joan M. Bradley, PD. P. Braid, Colin 
Brough, Rose M. Brown, Bridget M. Buchanan, D. A. Buchanan, 
G. O. D. Busby, Alexander Cameron, A. E. Cameron, J. A. Cameron, 
R. V.-V. Cavarlio, W. G. Charlesworth, G. J. A. Clunie, A. D. Colledge, 
8. J. Cooper, I, C. Crawford, Charles Croll, G. G. K. Davidson, 
c. A. R. Dennis, Ruth Douglas, T. . Fenton (with honours), 
A. J. W. Fordyce, D. F. Foster, G. L. Frank, Christina A. Fulton, 
P. W. Gasson, W. K. Gibb, A. A. M. Gibson, A. B. J. Gilbert, 
W. L. A. Gilchrist. John Gordon, J. G. Govon, D. E. Graham, 
G. 8. Graham, G. C. Greig, A. R. Grieve, John Gunn, M. J. Hal), 
Thomas Hamilton, Agnes M. Hay, C. P. Hellon, M. A. Henderson, 
W. E. Howieson, J. J. Huston, D. C. Ingham, J. T. Ireland, Paul 
Karnitse wis G. M. Kay, K. M. G. Keddie, I. W. 
Kemp, Ronald Lampard, A. O. Langlands (with honours), Annabel M. 
Lauchlan, David Leak (w ith honours), Peter Lee, J. R. B. Livingstone, 
E. B. Longton, J. N. McCormick, — R. Mac Sonat, Isabella S. 
F. M. MeGurk, McHardy, J. MacInnes, 


Bembridge, t W. P. Cockshott, * J. R. Fountain 


Kunwar Birendra 





Jacques, Ann R. 


Mac sdonald, Catherine J. 
I. 


MacIntyre, J. C. McIntyre, Bruce Mackay, t ML Mackay, 
D. 8S. Mackenzie, John Mackie, Shirley A. Mackintosh, Gillian FE. 
Mackrell, A. R. MacLeod, John Macleod, J. P. A. McManus, F. J. 
McMinn, John MacSween, D. O. Marsh, J. M. Mason, M. D. 
Middleton, D. R. Millar, BE. N. C. Milne, Norah Miine, W. M. U. 
Moffat, Donald Morton, N. J. Moule, Aileen C. Munro, J. C. M. 


Murphy, W. D. Murray, E. K. Newman, Marjorie 8. Newton, 


F. J. Nicoll, D. L. Norrie, N. D. Ogilvie, F. R. Orr, Elpesth M. 
Paterson, *. P- Phillips, Keith Protheroe, A. G. C. Renwick, G. R. 
Rogers, R. Savage, J. M. Scott, D. S. Sibbald, Bruce Simpson, 
Cc. M. bimpeon, Barbara Somerville, e A. M. Somerville, D. A. 
Spencer, 8. G . E. Spink, B. R. Stead, J. D. Sutherland, Norma E. I. 
Temple, V Lh = egy M. A. ay B. I. Tyson, J. A. Waddell, 


Brenda Wolnwricht, A. ware Aline M, Watson, 8. I. Williams, 


Peter Ww ‘ilson, . L. Yule. 


A. R. Wilson, 

D.P.H—A. H. Duncan, W. M. Fee, R. Y. Forbes, Ruth E. 
Graham-Yooll, J. M. H. Hopper, R. A. Ingles, Elinor K. Johnston, 
Ko Ko, H. R. W. Miller, A. R. Mills, Saroj Ramkrishna Nair, 


Kee Saik Ooi, R. 8. H. Pasqual, Donald Shearer, Robert Steele, 


William Williams. 


D.7.M. & H.—Gnanamanickam Anbunathan, Alagappa 


Car! 
Tun Tun Hilaing, 


Annamalai, G. I. Forbes, Opinder Kishen Hazari, 
A. D. MelIntyre, 5m gd Prasad Misra, Padmanabhan Rabindran, 
A. M. Robertson, J. R. Robson, A. W. H. Thomson, D. N. Ullah, 


Shyam Kumar Vaish, Som Wilkinson, Viqar Zaman. 

The Cameron prize in practical therapeutics has been 
awarded jointly to Prof. W. D. M. Paton and Dr. Eleanor 
Zaimis, in recognition of their work on methonium compounds, 

* Highly commended for thesis. 
t Commended for thesis. 
¢ In absentia. 
Journal of Embryology and Experimental Morphology 

A conference, open to all interested scientists, will be held 
in Cambridge from April 10 to 13, 1957, at the time of the 
fifth annual meeting of the editorial board of this journal. 


Fluorohydrocortisone 

The Ministry of Health, in conjunction with the Department 
of Health for Scotland and the Ministry of Health and Local 
Government, Northern Lreland, have made arrangements with 
manufacturers of fluorohydrocortisone which will enable 
topical preparations of this substance to be supplied on 
prescription from Aug. 1. 


Number of Medical Students 

According to the latest returns from the University 
Grants Committee (Cmd. 9800. H.M. Stationery Office. 
2s. Od.), during 1954-55 there were 81,705 full-time students 
at universities and university colleges in receipt of Treasury 
grants ; an increase of 1103 over 1953-54. The total number 
of medical students fell by 141 to 13,098. 


Ministry of Supply Medical Services Exhibition 

of the industrial medical services of the 
Ministry will be held at the Air Ministry/Board of Trade 
Building, Horse Guards Avenue, Whitehall, S.W.1, from the 
afternoon of Sept. 24 to Sept. 28. Admission will be by 
ticket, available free of charge from the chief information 
officer, Ministry of Supply, Room 212, Shell Mex House, 
Strand, London, W.C.2 


An exhibition 


Research Board for the Correlation of Medical Science 
and Physical Education 
This year the board has given the William Hyde award 
(£300) to Miss Katharine Lloyd-Williams, dean of the Royal 
Free Hospital School of Medicine, in 
contribution to 
leadership in promoting their welfare.” 


recognition of ‘ her 
the medical education of students and her 
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International Congress on Rheumatic Diseases 

The ninth international congress of the Ligue Internationale 
contre le Rhumatisme will be held in Toronto from June 23 
to 28, 1957, under the auspices of the Canadian Rheumatism 
Association. Further particulars may be had from P.O. 
Box 237, Terminal *‘ A,’”’ Toronto, Ontario, Canada. 


World Federation for Mental Health 

The ninth annual meeting of this federation will be held 
in West Berlin, Germany, from Aug. 12 to 17. The theme of 
the meeting will be mental health in home and school. Further 
information may be had from the secretary-general of the 
federation, 19, Manchester Street, London, W.1. 


Fires in Industry 

The British Occupational Hygiene Society is to hold a con- 
ference on this subject at the London School of Hygiene and 
Tropical Medicine, Keppel Street, W.C.1, on Monday, 
Nov. 12, at 10.30 a.m., at which Mr. D. McG. Jackson, F.R.Cc.s., 
will speak on first-aid for casualties from fire. Further 
particulars may be had from the hon. scientific secretary, 
Mr. D. Turner, Pu.p., M.R.C. Laboratories, Holly Hill, 
Hampstead, N.W.3, 


B.O.A.C. Medical Services 

Sir Harold Whittingham, who has retired from the post of 
British Overseas Airways Corporation’s director of medical 
services, is to continue to serve the corporation as a part-time 
medical adviser, B.O.A.C.’s medical services and duties are 
now to be divided into two branches: air services, which will 
form part of the flight operations department, and U.K. 
medical services, forming part of the personnel department. 
Dr. K. G. Bergin has been appointed medical superintendent 
of air services, and Dr, A. 8S. R. Peffers superintendent of 
U.K. medical services. 


Dr. D. B. Jelliffe has been appointed visiting professor of tropical 
medicine at Tulane University, New Orleans. 


head of the neurological department of 
the Children’s Medical Centre, Boston, Mass., will be holding a 
neurological case-demonstration at 2 P.M. on Wednesday, Aug. 8, 
at the Postgraduate Medical School, Ducane Road, London, W.12. 


Dr. Randolph K. Byers, 


The British Standards Institution has published standards for 
sphygmomanometers of mercury type (B.8.2744: 1956) and of 
aneroid type (B.8.2743: 1956). Copies (3s. each) may be obtained 
any the Sales Branch of the Institution, 2, Park Street, London, 
Ww ol 


Appointments 


Ovens, Joyce E. A. O., L.R.C.P.E., D.OBST.: M.O. (maternity and 


child welfare), Manchester. 


South-Western Regional Hospital Board : 
BoLLeN, A. R., M.B. Brist.: anzsthetic 
of hospitals. 
GREGORY, CHARLES, M.B. Lpool : 


mental hospitals. 
Guy, JOAN, B.8C., M.B. Wales, D.c.H.: registrar, South-Western 
regional blood-transfusion service, Southmead, Bristol. 
WARNER, JAMES, M.B. Birm.: registrar in child psychiatry and 
mental deficiency, Bristol child-guidance clinic and hospitals 
of the Hortham-Brentry group. 


Colonial Appointments: 


registrar, Bath group 


registrar in psychiatry, Bristol 


Bourne, K. F. X., M.B., D.P.H.: M.O. (S8.P.H.S.), Fiji. 
CLIFFORD, M. J., M.B., D.A., D.C.H.: M.O., Kenya. 
Coompes, A. H. R., M.B.E., M:R.C.8., D.P.H., D.T.M.& H.: senior 


health officer, Hong-Kong. 
Cusick, E. T., M.B. Glasg.: M.O. (8.P.H.8.), Fiji. 
De, 8. C., M.B. Calcutta: M.o., Seychelles. 
FRANKLIN, G. C., M.B. Camb. : 8.M.0., Hong-Kong. 
Happock, D. R. W., M.p. Lpool, M.R.c.P.: M.o. (special grade), 
Tanganyika. 





Houtiway, R. W., M.D. Manitoba: s.m.o., Hong-Kong. 

Koren, D., M.D. Basle: M.o., British Honduras. 

McLister, T. J., M.B. Belf.: M.o., Northern Region, Nigeria. 
MALHERBE, T. J., M.B. Durh., D.T.M.& H.: M.O., Kenya. 
Menpes, J. H., L.R.C.P.E.: M.O., Gold Coast 

OKOLSKI, 8., M.B. Polish Sch. of Med., Edin.: M.o., St. Helena 
Peprer, M. B., M.B. Lond.: M.o. (8.P.H.8.), Fiji. 

Simpkiss, M. J.,M.B. Birm., ™. R.C.P. ; M.O, (special grade), Uganda 
SPENCE, L. P., M.B. Brist., D.T.M.& H.: M.oO. (grade B), Trinidad 
STRISIVER, E. V., M.D. Berlin, F.R.C.S.E.: M.O. (grade A), Trinidad 


Births, Marriages, and Deaths 


BIRTHS 


On July 20, at Cheltenham Maternity Hospital, to Mona 


CONNOR. 
tichard Connor—a daughter. Deo Gratias. 


and 











and 


oup 
istol 
ern. 


and 
tals 


nior 


nda 
lad 
iad 


ons 





ee 


Tue Lancer] THE LANCET GENERAL ADVERTISER 


[JuLy 28, 1956 





Cortisone derivative . 


DeCortisy! 


PREDNISONE 





ROU\SEL 


SUPERIOR THERAPEUTIC EFFECT 


DeCortisyl is four times more potent than 

IN QUANTITY Cortisyl, but it is not simply a “stronger 
IN QUALITY cortisone” as it also appears to possess a 
therapeutic action of far superior quality. 


Indeed, with equivalent dosage (one quarter that of cortisone), the anti- 
inflammatory, anti-allergic and anti-rheumatic power of DeCortisyl 
allows much greater clinical control: thus DeCortisyl is particularly 
spectacular in cases in which the therapeutic response to cortisone, in full 


doses, is inadequate. 


NO SALT RETENTION 
NO POTASSIUM LOSS 
NO OEDEMA 

NO HYPERTENSION 


REDUCED SIDE EFFECTS 


As with cortisone, periodic X-rays for possible peptic ulcer and prophylactic 
**. .. routine co-administration of an aluminium hydroxide gel’’ are advisable. 
J. Amer. med. Ass., (1955) : 158, 459. 


Average daily dosage : 
Initial, 20-30 mg. 
Maintenance, 5-20 mg. 


RO U S L DeCortisyl is presented in: 


5 mg. tablets, in bottles of 30 


LONDON W.W.10 UNITED KINGDOM 


LADbroke 3608 At present available to Hospitals only 
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du MAURIER 
the filter tip 
cigarette 


CORK TIP IN THE RED BOX 
PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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The Medical Department of 
STANLEY COX LIMITED 


now have available in this country 


The 


AGA 
PULMOSPIRATOR 


Positive /Negative Pressure Respirator 


The full Positive/Negative range of this respirator is 
obtained from an A.C. Mains Compressor unit and 
the Positive Pressure range can also be obtained 


from compressed air or oxygen cylinders. 


Full details of this Respirator, which has already 
seen several years of successful service in Scandinavia, 


can be obtained from 


The Medical Department 


STANLEY COX LIMITED 


ELECTRIN HOUSE - 93-97 NEW CAVENDISH STREET - LONDON - W.I 
Telephone: Langham 4551/6 Telegrams: Stanlicox, Wesdo 


WEST OF ENGLAND: 23 Broad Street, Bath. Telephone: 2322 
NORTH OF ENGLAND: D.6, Victoria Buildings, 32 Deansgate, Manchester, 3. Telephone: DEAnsgate 3726 
SCOTTISH REPRESENTATIVE: H. A. West, 41 Watson Crescent, Edinburgh. Telephone: 68322 


(na RN EEC SR: REG ae RSI or 
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IHAGEE 


EXAKTA 


The 1956 Exakta INTRODU CES 


Varex Series and " r— 
associated speci- 
alist accessories. 
Exakta, the 
world’s first 
35mm. single 
camera, 





reflex 
continues to lead 
the world in pro- 
gress, design and 





application. 





KOLPOFOT 
A few of the many unique features include : 


@ Interchangeable focusing viewfinder system. 

@ Eye level Penta Prism focusing with non-reversed vertical 
and laterally correct screen image. 

@ Extensive shutter speed range from !2 sec.—1/1000th sec. 

@ Fully synchronised flash circuits for electronic and 
expendable flash bulbs. 

@ independent choice of focusing screen according to the 
type of work involved, including an optical rangefinder 
system. 

@ in addition there are many specialist accessories including 
the Vielzweck and Kolpofot apparatus. The Kolpofot 
incorporates a central electronic ring flash and a unique 
focusing spot light. 


Please write for further details to:- CLARKE & JONES LTD., 
EXAKTA EQUIPMENT, 41/43 GEORGE ST., LONDON, W.1 


Telephone: WELbeck 1158 
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DIRO: 


A convenient form 
in which to administer 
Aluminium Hydroxide 


treatment 


®DROXALIN enables Aluminium 
Hydroxide to be administered in an exceptionally 
palatable form. 

® DROXALIN tablets are smdoth, pleasant- 
tasting and break down easily in the mouth. They 
are, therefore, completely acceptable to the 
gastric patient. The tablets are individually and 
hygienically sealed in sets of six. 

Professional samples available on request 

@ Aluminium Hydroxide 
@ Magnesium Trisilicate 






ACTIVE INGREDIENTS 








aAciD ADSORBENT 


Prescribed on Form E.C.10. 


| 


Manufactured by SCOTT & TURNER LIMITED 
ANDREWS HOUSE, NEWCASTLE-ON-TYNE 
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A NEW colourless paint 


for the treatment of 


TINEA PEDIS 








and 
Monphyto is an advance in the treatment of the more The simplicity of application by the already fitted 
intractable dermatoses due to yeasts and fungi brush makes the paint acceptable for treatment and 
(dermatophytoses). The paint contains agents which prophylaxis, and economical in use. 
deal effectively with both these types of vegetable INDICATIONS 
parasites and is, therefore, useful where the clinical : pe Ae ‘ ; rs: 
picture could be due to either dermatophyte. Rapid MONILIASIS (Yeasts), Chronic Paronychia,* Inter- 
relief of symptoms occurs. The unpleasant burning, trigo, Erosio interdigitalis, * See Brit. Med. J. (1955), 
throbbing or itching subsides. The inflammation _ 2, 1623, for use of Monphyto in this condition. 
resolves and normal anatomy becomes restored. At TINEA (Fungi), Tinea pedis, Tinea cruris, Tinea 
the same time reinfection is prevented. circinata, Tinea unguium. 
This preparation is superior to ointments and creams Active constituents per 100 ml. 
because the Gective ages ave aot held Beck & the Boric Acid, B.P., 2%; Chlorbutol, B.P., 3%; Methyl 
oil or higher alcohol base by physical partition. The yy, sakeviate. BP. 18%: Salicylic “Acid BP 2%. 
base of Monphyto paint is rapidly volatile. The paint Undecylenic Acid, B.P., 5.5%. ul Pua oa elie 
is colourless, simple to apply and not messy in : . ‘ J = 
use. It is, therefore, acceptable where MONPHYTO Prescribable under N.H.S. on Form E.C.10. 


Literature on request. 


prophylactic application is indicated. 
Regd. Trade Mark 


Colourless Paint for Dermatophytoses 
LABORATORIES FOR APPLIED BIOLOGY LTD., 91, Amhurst Park, London, N.16 








(Chloramphenicol) 


© syn thomycetine 









Milame (ITALY) 


capsules An antibiotic with a 
very wide range of 
antibacterial action 


suppositories 


4 







ointment 
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IF THERE IS NO ORGANIC 
DISEASE TO ACCOUNT FOR 


ENURESIS 


TREATMENT BY 
The **CHIRON” 
NOCTURNAL ENURESIS 
ALARM 


(PROV. PAT. NO. 16125) 


IS INDICATED 


THIS TREATMENT IS BASED 

ON PAVLOV’S THEORY OF 

CONDITIONED REFLEXES AND 

HAS PROVED SUCCESSFUL IN 
90% OF CASES 


SEE. LANCET, 19 FEB. 55, P. 391 & 26 MAR. 55, P. 676. 


FOR FURTHER INFORMATION WRITE TO:— 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 


32-34, New Cavendish Street, London, W.! 
Telephone : WELbeck 3764, 8573. 




















NYLON ELASTIC YARN (Lightweight) HOSIERY 
Two way Stretch (N.H.S. DRUG TARIFF) 


MS 


‘SERVICE’ 
















NYLON ELASTIC HOSIERY 


Approved for National Health 
Service Prescriptions 


Yalcs “‘ Service” Nylon Elastic 
Hosiery combines firm 
surgical support with good 
looks and hard wear. As 
well as being light and 
comfortable, the two 
way stretch Nylon 
Elastic washes well 


FULL FOOT 


Above knee, seam- 
ed or unseamed 
Sizes 8, 9, 9%}, 10, 

10). In a fashionable 
dark shade. May be 
worn without over hose. 


OPEN TOE and lasts longer. 
Above knee, unseamed Available in full 
in small, medium, and foot and open 


large sizes (a self measure- 
ment chart supplied). Light 
shade is suitable for wear as 
understocking. 


Special Orders made to measure. 


YALCS ‘SERVICE’ NYLON ELASTIC HOSIERY 
Sales Agents: GLENSIDE (LONDON) LTD 
37 Percy Street, London WI Telephone : MUSeum 9440 


toe in a full 
range of 
sizes. 
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Let your money 
earn maximum 
interest with 
security 


STATE 





TUES ot fem lelai aa gf 


(ESTABLISHED 1931) 


OFFERS 


oO 





O 


INTEREST ON SHARES 


FREE OF TAX 


Equal to £6-19-2 per cent gross 


@ Assets exceed £4,000,000 
@ Easy withdrawals 


@ Income Tax borne by 
the Society 


@ Any amount accepted 
up to £5,000 


@ No depreciation 


For full particulars apply to : 
The Secretary, 


STATE BUILDING SOGIETY 


41 State House, 26 Upper Brook Street, 
Park Lane, Mayfair, W.! 
Telephone : MAYfair 8161 
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..-the virtues of LUCOZADE 


It is realised that the doctor judges Lucozade from two viewpoints. He 
agrees with its use in the sickroom. He also, personally, finds it a most 
palatable drink. This palatability of Lucozade provides a long-sought 
answer to a long-standing problem . . . acceptability. The subtle balance 
between flavour, sparkle and liquid glucose content provides nourishment 
in a form acceptable even to the feeblest digestion; nourishment retained 
and assimilated. Doctors have been kind enough to tell us of many 
conditions which have responded favourably, quickly, to Lucozade. 
Bedside lockers bear testimony to the confidence it inspires. And many 
doctors have discovered for themselves the virtues of a glass of 


Lucozade when they return after a hard round of work. 


LUCOZADE 


the sparkling glucose drink 


REPLACES LOST ENERGY 











FORMULA 
Dexamphetamine Sulphate B.P.C., 1/12 grain: Strychnine Hydrochloride 
B.P., Calcium Glycerophosphate B.P.C., 2 grains: Sodium 


Glycerophosphate B.P.C., 2 grains: Aneurine Hydrochloride B.P., 1/30] 
grain : Nicotinamide B.P., 1/4 grain: 
of Blackcurrant B.P.C., 2 fluid drms 


| POISON ! | 84 


Available in bottles containing 10, 20, 40 and 80 fluid ounces. Professional prices 4/8, 8/10 
14/7 and 26/6 each. Samples available on request. 


JAMES WOOLLEY, SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER 3 
In association with J. C. Arnfield & Sons, Ltd. 

London Stockists : May, Roberts & Co., Ltd., 47, Stamford Hill Road, London, N.16. 
Distributors for Northern Ireland : Messrs. Dobbin & Stewart, 47-49, Earl Street, Belfast. 


A GENERAL STIMULANT FOR 
THE CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increas- 
ing the patient’s appetite, we consider Amphetone unique. It com- 
bines for the first time, Dexamphetamine Sulphate and Strychnine 
with Glycerophosphates and members of the Vitamin B Group. The 
Dexamphetamine provides the convalescent with an immediate feeling 
of well-being, this being followed by the well-known tonic effects of 
the other medicaments. Clinical reports have been excellent. 















Riboflavin B.P., 1/60 grain: Syrup 
: Water, to 1/2 fluid ounce. 








43 











[JULY 28, 1956 


THe Lancet} THE LANCET GENERAL ADVERTISER 








SS@ SSS 082882920002 00802 000000002000 0020:00200002000200020:00202000b0020000002 


Risiadhaiin Life 


Association Ltd. 
Established 1806 








Pensions for the Self employed 


You will receive offers of advice from many quarters, but none will be 
more in your interest than that given by the London Life. 

For 150 years this mutual office, which employs no agents and pays no 
commission, has provided ali kinds of life assurance benefits largely for 
the professional and self employed classes. 

In view of its unusually low rate of management expense, it is in a position 
to offer extremely attractive terms for your own pension arrangements. 


AN ENQUIRY COSTS NOTHING AND MAY SAVE YOU MONEY 


Head Office : 81 KING WILLIAM STREET, LONDON, E.C.4 (Telephone: MANsion House 0511) 
West End Office: 6 STRATTON STREET, PICCADILLY, LONDON, W.1 (Telephone: GROsvenor 3511) 
and at 


BIRMINGHAM: BRISTOL: GLASGOW: LEEDS : LIVERPOOL: MANCHESTER ‘ NEWCASTLE: NOTTINGHAM 





GE 2 0000 0000:0000002002:0002020:0020:8200000200502002020020002000000000008 
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(Acid HC/ and Pepsin) Non Allergic 
Achlorhydria BEAUTY PRODUCTS 
. THE SAFETY FACTOR IN 
Hypochlorhydria EVERY DAY MAKE-UP 
i be f | 
and all associated ollge ina bnucyprepartdons ncesing 
h 
conditions. ayn ys yg in 
EEE tain no orris in any form, nor any other 
50 tablets 6/6d. (subject) ||| Hrirenman Ane negontamnoeD 
mm . We a eee 
Prescribe on E.C.10 other chemists. a 4 
ROBERTS & co. Write for Price List to :— ie be 
BOUTALLS CHEMISTS LTD. ” 
New Bond Street, London, W.1 60 Lambs Conduit St., London, W.C.! ee ra 




















CHISWICK HOUSE |SPRINGFIELD HOUSE 


PINNER, MIDDLESEX adem «Genesee aient Near BEDFORD 
Telephone: PINNER 234 For MENTAL CASES (including the aged) 


Fees from Nine Guineas per week 
. : ‘or forms of admission, &c., apply to the Resident Physician 
Nursing Home for Mental and Nervous {llness. — Ww Posen _* pply y ° 
All modern forms of treatment. Two country houses in adjoining INTERVIEWS IN LONDON BY APPOINTMENT. 
grounds of 5 and 6 acres respectively, 12 miles from London. 
Trains every 15 minutes from Baker Street to Pinner. 


DOUGLAS MACAULAY, M.D. ane BOWDEN HOUSE 
HEIGHAM HALL, NORWICH HARROW-ON-THE-HILL, MIDDLESEX 


PRIVATE MENTAL HOME for Nervous and Mental illness. All types Established in 191! Tel. : BYRon 101i! & 4772 

of treatment carried out. Accommodation for Alcoholics and Addicts (Incorporated Association not carried on for profit) 

available. Special Geriatric Unit now open. Fees from 7 gns. per week | A private clinic for the treatment of the neuroses and nervous 
upwards according to requirements. disorders by psychotherapy and ail modern physicai therapies. 

Apply to Dr. J. A. SMALL Telephone : Norwich 20080 Apply: Mepicar DIRECTOR 


Private 
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ST. ANDREW’S HOSPITAL  enrat visorvers 
NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 
MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, ‘and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 


research. Psychotherapeutic treatment is employed when indicated. 
MCULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 
growing. 
BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is bgeatitalty Stushes in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the E te a mile of sea coast forms the boundary. Patients may visit this 


branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. em: - 4 4 


At all the branches of the Hospital there are » exteinet greande, ‘football and noche grennte, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 


provided for handicrafts, such as carpentry, etc. 
For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 


can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed one with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P, Telephones—TEIGNMOUTH 289 and 537 
* 


THE MEDICAL PROTECTION SOCIETY umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £i for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


























Vacancies 
ACADEMIC AND EDUCATIONAL /Page| Scotland. Eastern R.H.B. Sr. Reg. 57 Loamaree Spa. Warneford Gen. 
SECTION 47 a North-Eastern R.H.B. Sr. Sr. H.O oo 84 
i .. 56] Liverpool United Hosps. Sr. H.0. .. 54 
ANSTHETICS — ane ‘fie la U nited Hosps. Re 57 | Manc J R.H.B. Sr. Casualty 
Hackney, E.9. Sr. H.O. .. 49] South Cheshire H.M.C. Jr. HM.O... 57]. Office sh .. 48 
Highlands Gen., N.21. Sr. H.C 49] South East Met. R.H.B. Reg. 57 | Maue he ster United Hosps. Reg. or 
Hosps. for Diseases of the C thest. _| Torquay. Torbay. Sr. H.O. 58 Sr. H.O j a? 
P.-t. Cons. : 47 | Warrington Infy. Sr. H.O. 58| Plymouth. South Devon & East 
Royal National T.N. & B., W. P.+t. _| Wolverhampton Group. Sr. H.O. 58 Cornwall. Sr. H.O. 55 
Cons. .. ‘ -- 47] Worcester. peaieween. Sr. H.0. .. 59] Southampton. Royal ‘South Hants. 
St. James’, S.W.12. Sr. H.O. 50} Belfast H.M.C. Sr. H.¢ $i SS Sr. H.O 58 
Wanstead, E.11. Sr. H.O. .. .. 50] Northern Ireland i Tiosps. ‘Auth. P.-t. Southport ‘Gen. Infy. Jr. H.M.O... 57 
Woolwich Group H.M.C. Sr. H.O.’s 51 Cons. .. 55 .. 49] Stockport Infy. Sr. H.« io: Oe 
ret Dhan —— Reg. H -* rt Watford Peace Mem. ‘Sr. “H.O. & 
irmingham Accident. Sr. H.O. 5 > -t. Sr. H.O. ee t a. ie 
Birmingham United Hosps. Sr. Reg. 51 CARDIOLOGY . ‘ 
Cardiff United Hosps. Reg... 52 | National cornea W.1. Sr. H.O. or t 
Carshalton. St. Helier. Locum Re Z. 52 Reg “. ns “: °° 50 CHEST AND TURES 
Chelmsford Hosps. Sr. H.O. 52 Scotland. " Kastern R.H.B. Sr. Reg. 57 Brompton, 8.W.3. H.O ry ened 
Croydon. Mayday. Locum Sr. H.M. oO. 47 London Chest, E.2. H. 0.’ Bc» oo @F 
Dudley, Stourbridge & Dist. Sr. H.O. 53 | CASUALTY Barnsley Chest Service. Reg. i 
East Anglian R.H.B. Reg... 53 | Bethnal Green, E.2. Sr. H.O. -. 49] Edinburgh. Royal Victoria. H.O... 53 
Farnborough, Kent. Sr. H.O. 53] Connaught, E.17. Sr. H.O. .. -. 49] Holt. Norfolk. Kelling Hosp. & Dept. 
Grimsby Gen. Reg. .. % .. 53] Memorial, S.E.18. Sr. H.O... oo, of Thoracic Surge ry. Locum Jr. 
Heme] Hempstead. West Herts & Metropolitan, E.& Sr. H.O. .. i = H.M.O. & Sr. H.O.. 54 
St. Paul’s Hosps. Locum Sr.H.M.O. 47] St. Nicholas, 8.B.18." H.O. .. -- 50] Leeds R.H.B. Cons. .. 48 
Ipswich & East Suffolk. Sr. H.O.. 54] Beckenham, Kent. Sr. H.O. .. 5017 Reading & Dist. H.M.C. Jr. H.M.O. 56 
Leeds R.H.B. P.-t. C ons. .. 48] Brighton. Royal Sussex County. H.O. 51] Scotland. Eastern R.H.B. Sr. H.M. 0. 48 
Liverpool R.H.B. P.-t. 48 | Chelmsford & Essex. Sr. H.O. -. 52] Skipton. Grassington. Jr. H.M.O. . 58 
Manchester. South Man os oe rH.M.C. Coventry & Warwickshire. Jr.H.M.O. 53] Wigan & Leigh H.M.C. Reg. pe 
Sr. H.O. oe 55| Croydon Gen. Reg. . " H ze Ht 
Nottingham Ge n. Sr. H.O. .. 55] Dudley, Stourbridge & Dist. ‘Sr. — a 
Orpington, Kent. Sr. H.O. .. o<, oe Hastings. toyal East Sussex. Sr. ny tng 50 Cten 47 
Plymouth. South Devon & East H.O. .. on $ 7 .. 53] Charing Cross, W.C.2. P.-t. Cons. .. 
55 ' Huddersfield Royal Infy. Jr. H.M.O. 53 (continued overleaf) 


Cornwall. Sr. H.O. os -. S§ J 
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EAR, NOSE, AND THROAT 
London, E.1. P.-t. Reg ; as 
Metropolitan E.N. & T. ew 8. H.O.’s 
Cardiff United Hosps. Sr. Reg. - 
Carlisle. Cumberland Infy. Sr. H.O... 
Croydon. Gen. P.-t. Clin. Asst. 
Hull A Group H.M.C. Sr. H.O. .. 
Newport, Mon. Royal Gwent. Jr. 
H.M.O, or Sr. H.O ‘ p 
Nottingham Gen. Sr. H.O.. 
Reading & Dist. H. MC, Sr. ‘HA. 0. 
Stoke-on-Trent. ae Staffs Royal 
Infy. Sr. H.¢ aie 
Wolverhampton aeEN H.O. 
Belfast H.M.C. Sr. H.O. : 


GERIATRICS 
Edgware Gen. Sr. H.O te “ca 
Glasgow. Stobhill Gen. ‘Jr. H.M.O... 


HEMATOLOGY 

North London Blood Transfusion 
Centre. Jr. H.M.O. an 
Newcastle R.H.B. Jr. H.M.O. 


INFECTIOUS DISEASES 

Cambridge United Hosps. Sr. H.O. 

Coatbridge, Airdrie & Dist. Hosps. 
B.O.M. Jr. H.M.O. Sy a 

North East Met. R.H. B. Reg. 

Southampton Chest. Sr. H.O. 


MEDICINE 

Connaught, E.17. H.¢ 

St. Mary’s, W.2, & North West Met. 
R.H.B. Sr. Reg. ° 

St. Mary’s, W. Reg. 

St. Thomas’s, S.E. A. a 

Westminster, 8.W. a. M.O. 

Ashford, Middx. i a as 

Birmingham R.H.B. Reg. -— 

Bournemouth, Christchurch. Locum 
Reg. .. : ‘oa on 

Edgware Gen. H.O. .. s6 

Ipswich & East Suffolk. Pre-reg. H.O. 

Lancaster. Royal Infy. Pre-reg. H.O. 

Leeds. Chapel Allerton. Sr. H.0. .. 

Leicester Royal hed & Gen. Hosp. 
Regs Pa pe 

Lincoln ( ‘ounty. Pre-reg. H.O. 

Manchester. Crumpsall. Sr. H.O. 

Norwich. Norfolk & Norwich. Loc um 
Sr. Reg. 

Norwich U nited Hosps. Loe um Reg. 

Nottingham City. T.¢ 

Portsmouth Group H. Mi . Pre -reg. 
H.O.’s ‘ a 

Reading Area Dept. of Me dicine. 
Pre-reg. H.O.'s ; 

Rochford, Essex. Gen. Sr it. oO. 

Romford. Rush Green. H. 

Scotland. Eastern R.H.B. * : 

Scunthorpe. * ar Mem. Sr. H.O.’s or 
Pre-reg. H.¢ ‘ 

South West Gen R. H. B. P.-t. Cons. 

Welsh R.H.B. Reg. . i el 

Woking. Victoria. Sr. H.0... 

Worthing. Locum Reg 


NEUROLOGY 
Belfast H.M.C. Sr. H.O. 


NEUROSURGERY 
Regional Neurosurgical Centre, 5.E.18. 


° .O os _ ee ° 
Bristol. Cossham Frenchay H.M.C. 


# %, 
Manchester R. H.B. Reg oe 
North East Met. R. H. Be " Reg. 


OBSTETRICS AND GYNAZCOLOGY 
Hammersmith Hosp. & Inst. of Obst. 
& Gyn. & South East Met. R.H.B. 
Reg. as é 
North West Met. R. H. B. P.-t. Cons 
Royal Northern, N.7. Locum Reg. 
South East Met. R.H.B. Reg. 
St. Stephen’s, 8.W.10. H.O. 
Barking (Maternity). Sr. H.O. 
Barnsley. St. Helen. Sr. H.O. 
Beverley. Westwood. H.O... és 
Birmingham. Solihull. Sr. H.O. & 
Pre-reg. H.O. - + as 
Birmingham, St. Chad’s. Sr. H.O.. 
Cambridge. Maternity. “#HL.O. , 
Derby. De rbyshire Hosp. for Women. 
Pre-reg. H.O. or Sr. H.O... 
Derby. Derbyshire Royal Inty. Pre- 
reg. H.O. or Sr. H.O. : . 
Dorking Gen. Sr. H.O. 
Kast Anglian R.H.B. Reg. .. - 
Nottingham. Highbury. Sr. H.O... 
Portsmouth Group H.M.C. Reg... 
Portsmouth Group H.M.C. Sr. H.O. 
Reading Combined Hosps. H.O. .. 
—— & Dist. H.M.C., Pre-reg. 
», Ox . aa << . ~- 
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Scotland. Western R.H.B. Reg. 

Sheffield United Hosps. Sr. H.O. .. 

epqenany. Cross Houses. Pre-reg. 

South West Met. R.H.B. Locum Reg. 

Stoke-on-Trent. 
Infy. Sr. H. 

Taplow. Canadian Red Cross Mem. 
tee 


OPHTHALMOLOGY 
( mares Cross, W.C.2. P.-t. Clin. 

Asst ‘ wt oi 
King’s Cc ‘college Hosp., S.E.5. Sr. H.O. 
Birmingham & Midland Ky eo. me... 
Liverpool United Hosps. Reg. 





ORTHOPADICS 

South East Met. R.H.B. Reg. 

Alton. Lord Mayor seemear Ortho- 
peedic. Reg 

Beverley. Westwood.” ‘H.C o* 

Bournemouth. Royal Victoria. Sr. 


Burton-on-Trent. Gen. Jr. H.M.O. 
Chertsey. St. Peter’s. Sr. H.O. or 


Pre-reg. H.O 
Croydon Group H.M.C. Reg. 
Guildford. Royal Surrey County. 
H.¢ 


Ipswic - & East ‘Suffolk. H. oO. 
Leicester Royal Infy & Gen. Hosp. 
Reg. .. ee + —- os 
Portsmoutia Group H.M.C, Pre-reg. 
© ae ot a 4 os 
Scotland. South-Eastern R.H.B. 
lite ‘os ° ° ae 
Tunbridge We lis. Pe mbury. ‘Sr. H.O. 
Welsh R.H.B. eg 
Wigan. Royal Albert “Edward Infy. 
Sr. H.O 


PZDIATRICS 

Brighton. Royal Alexandra Hosp. for 
Sick Child. Sr. H.O. 

Exeter Clinical Area. P. Aas Clin. Asst. 

Hillingdon, Middx. H.C 

Lancaster. Beaumont. OS 

Manchester R.H.B. P.-t. Cons. .. 

Manchester. Withington, Sr. H.O... 

Stoke-on-Trent. City Gen. Pre-reg. 
as “s = ae ee 

Warrington Gen. Sr. H.O. 


PATHOLOGY 

Beverley. eee. = H.O. 

Leeds R.H.B. Sr. H.N 

Mane hester R.H.B. Nes a2 
tochdale & Dist. H.M.C. Sr. H.O 

Scotland. Eastern R.H.B. Sr. H.M.O. 

Scotland. Westeon BR... BOS. .s 


PHYSICAL MEDICINE 
Middlesex, W.1. Reg. .. a 
Oxford United Hosps. Cons. 


PLASTIC SURGERY 

London, E.1. P.-t. Reg e* 

Basingstoke. Park Pre wett mens 
H.M.C. Reg. ce 


PSYCHIATRY 
Friern, N.11. Reg. . 
Beverley. Broadgate. “Jr. H.M.O.. 
Birmingham R.H.B. Cons. .. 
Birmingham R.H.B. Reg. .. 
Bristol United Hosps. & South- 
Western R.H.B. Reg. aa én 
Gloucester. Horton Road & cme 
Hill Hosps. Jr. H.M.O.’s 
Greenock, Ravensc raig. mt H. ’M. Du. 
Lancaste : a Sr. . 
Leeds R.H.B. C 7 & Sr. HH. M.O.’s 
Manchester R.H.1 P.-t. Cons. .. 
Scotland. Re R.H.B. 8r. 
Reg. 56 Py ine a6 
Scotland. Northern R.H.B. Sr. Reg. 
Scotland. South-Eastern R.H.B. 


P.-t. Cons. .. es = + 
Se — South-Eastern R.H.B. 
Re -% Aa e ab 
Scot land. Western R.H.B. Sr. 
H.M.O.’s a — - ey. 
Seotland. Western R.H.B. Sr. Reg. 


& Reg. 7 ~~ as 
Sheffield R.H.B. Sr. H.M.O. 
ne R.H.B. Sr. Regs.. 
South East Met. R.H.B. Sr. Regs. 
St. Asens. Napsbury Mental. Sr. 

H. 


Wells, ‘Som. Mendip. Jr. H.M.O. 


RADIOLOGY 

Hospital of St. John & St. Elizabeth, 
N.W.8. Hon. Asst. Rad. .. Ke 

North West Met. R.H.B. P.-t. Cons 


North Staffs Royal 





St. Mary’s, W.2. Reg. <a -- 80 
Leeds R.H.B. P.-t. Cons... a 
Oxford R.H.B. Cons as 
Scotland. South-Eastern R.H.B. 
Cons... B ao = 
Belfast H.M.C. Sr. H.O. co & 
Channel ee oy Gen. P.-t. 
Cons. .. F -. 49 
RADIOTHERAPY 
Middlesex, W.1, & North acorns Met. 
R.H.B.'Sr. Reg... 50 
Leeds R.H.B. Sr.H.M.O. .. = oo 
Sheffield R.H.B. Sr. Reg. .. cor ee 
SURGERY 
Battersea S n., S.W.11. H.O. -. 49 
Colindale, N.W.9. Sr. H.O... .. 49 
Highlands Gep., a H.O. — 
London a sh, "E.l. Sr. H.O. <. oo 
Mile End, B.1. H.O.. - Te. 
Nelson, 8 Ww ‘20. H.O. 50 
South Weste rm, S.W - Pre- -reg. H. 0. 50 
St. Mary’s, W.2. P.-t. Sr. H.O. 50 
Batley. Gen. Sr. H. ©. a ae 
Beverley. Westwood. H.O.. me 
Birmingham R.H.B. Reg. ee 
Birmingham Accident 1.0. a 51 
Burton-on-Trent. Gen. H.O. 52 


Bury & Rossendale H.M.C. Pre- -reg. 
Ams od at os 7) 
Cardiff United Hosps. Reg. 5 
Carlisle. Cumberland Infy. sr. H.O... oe 
Chelmsford & Essex. Pre-reg. H.O... 5 
Chichester. Royal West Sussex. Sr. 


H.O. & H.O. - 52 
Croydon. Mayday. Locum Reg. ‘ 52 
Derby. City. Pre-reg. H.O. or sr. 

H.O ‘ 53 
East Anglian R. H. B. Reg.. 53 
Enfield. Chase Farm. Pre- “reg. H.O. 53 
omnes. Royal Surrey County. 

H.¢ ay ‘as a 
Hertford ¢ ‘ounty. H.O. 54 


Hitchin. Lister. H.O e 83 
Hull. Victoria Hosp. for Sick C ‘nild. 
H.O. 


aye 54 
Huntingdon ( county. ‘i A ax co? 
Kirkcaldy Gen. H.O o4 <s ae 
Lincoln County. Sr. it. 0. —— 
Lincoln County. Pre-reg. H.O. ‘ 54 
Luton & Dunstable. Reg. .. Tas 
Manchester. Altrincham Gen. Jr. 
H.M.O. 4 54 
Manchester. Ancoats. Sr. H. owe .. 6 
Manchester. Booth Hall Child’s. Sr. 
.0.’8 es es ~- 64 
Manchester R.H.B. P.-t. Coms. .. 48 
Manchester R.H.B. Reg. .. i 
Newmarket Gen. H.O. a's a 
Nottingham City. Sr. H.¢ 55 
a oo Group H.M.C. "Pre reg. 
56 
Reading. Battle. H. 0. 56 


Reading. Royal Berks. "Pre- -reg. H.O. 56 


Richmond, Surrey. Royal. Locum 

Reg. om “se -- & 
Rochdale & Dist. H.M.C. H.O.’s .. 56 
Rochford, Essex. Gen. Sr. H.0. .. 56 
Scotland. Eastern R.H.B. Sr. Reg. 56 
Scotland. Northern R.H.B. _ P.-t. 

Cons. . os cs OC 
Scunt horpe War Me m. " Pre-reg. H.O. 

or Sr. H.O. mi so: SS 
South Elmsall, Yorks. Warde-Aldam. 

Sr. H.O0 én ia ae 
South- Western R.H. B. Locum S8r. 

Reg. or Reg. os a 
Stockport Infy. "H.O. at a 


Stockport. Stepping Hill. Sr. H.O. 58 
Stoke-on-Trent. City Gen. Pre-reg. 
H.O. 


° 58 

Stoke-on-Trent. North Staffs Royal 

Infy. Pre-reg. H.O 58 
Sunderland Royal Infy. H.O. co a 
Wakefield. Pinderfields Gen. H.O... 58 
West Dorset Group H.M.C. "H.O.’s.. 58 
Wolverhampton Group. H.O. oe +e 
Worthing. Locum Sr. H.O... - & 
THORACIC SURGERY 
Nottingham City. Sr. H.0. .. . 
Oxford United Hosps. H.O. 55 
UROLOGY 
St. Mary Abbots, W.8. P.-t. Reg... 50 
PUBLIC APPOINTMENTS 59 
GENERAL PRACTICE 60 
MISCELLANEOUS 60 


The Terms and Conditions of Service of 
Hospital Medical and Dental Staff apply to 
all N.H.S. hospital posts we advertise, unless 
otherwise stated. Canvassing disqual ifles, but 
candidates may normally visit the hospital 
by appointment. 
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Academic and Educational 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 

The next EXAMINATION for the MEMBERSHIP will commence 
on MONDAY, 24TH SEPTEMBER, 1956. 

Prospective candidates are asked to note that entries accom- 
panied by the certificates, testimonials and the examination _ 
of 15 guineas as required by the by-laws, must reach 
College not later than first post on Monday, 27th August, 1956. 
Candidates must have been qualified for 18 months. 

Candidates who propose to submit Published Work under the 
regulations are required to give 28 days notice, and should 
apply in writing to the Registrar, without delay, for detailed 
instructions as to the procedure they should follow. Completed 
entries for Published Work must also reach the College not later 
than first post on Monday, 27th August, 1956. 

HAROLD BOLDERO, D.M., Registrar. 
, Pall Mall East, London, S.W.1. 


UNIVERSITY OF GLASGOW 
ROYAL FACULTY OF PHYSICIANS AND SURGEONS 


Postgraduate Medical Education Committee 


CONFERENCE ON MEDICAL AND SURGICAL CARDIOLOGY 
A SPECIALIST CONFERENCE ON CARDIOLOGY will be held in 
_the Royal Faculty of Physicians and Surgeons, 242, St. Vincent- 
street, Glasgow, C.2, and in the teaching hospitals of Glasgow 
from Ist to 5TH OCTOBER, 1956. 


Monday, Ist October 
-45 a.M...Inauguration. 
10.00 a.M...W. E. ADAMS (Chicago) : 
Disease.’”’ 
11.30 a.m... Discussion. 
Openers: W. A. Mackey; D. M. DOUGLAS ; 
ANDREW LOGAN; G. J. AITKEN. 
2.00 P.M...Presentation of cases. 
Tuesday, 2nd October 
9.30 a.M...Operating Sessions. 
2.00 p.m... .Clinico-Pathological Conference : D. F. CAPPELL. 
Wedne sday, 3 3rd October 
9.30 A.M.. . ANDREW LOGAN : 
11.00 a.m... Discussion. 
Openers : J. H. WRIGHT ; 
ADAMS ; RAE GILC i. 
2.00 p.m...Outpatient Sessions. 
Thursday, “4th October 
9.30 a.M...Symposium on ‘‘ Cardiac Ischemia.” 
Chair: J. H. Wricur. 
Openers: A. A. F. PEEL; G. 8S. Boyp ; Vv. 
CAMERON ; GEORGE SMITH; W. F. M. FU mot 
M. F. OLIVER. 
2.00 P.M...Film Session. 
a R. MCMILLAN : “ Cardiac Valve Action.” 
* Constrictive Pericardec- 





“Cyanotic Heart 


” 


* Mitral Disease. 


. A. MACKEY ; W. E. 


KENNETH FRASER : 
tomy.” 
** Pulmonary Valvotomy ” (by H. WILLIAM Scorr). 
Friday, 5th e ‘tober 
9.30 A.M. E. ADAMS : 
11.00 A.M. “Dec ussion. 
Openers: W. A. Mackey; R. 8S. BARCLAY ; 
ANDREW LOGAN ; W. H. BAIN. 
2.00 p.m...Closing Session. 

There is no fee for the Course. Lunch will be available at a 
nominal charge in the Royal Faculty each day, except Tuesday, 
at 12 2.30 P.M. An informal dinner will be held on Thursday at 
7 P.M. Further particulars may be obtained from the Registrar, 
Royal Faculty of Physicians and Surgeons, 242, St. Vincent- 
street, Glasgow, C2. 


** Coarctation of the Aorta.”’ 





UNIVERSITY OF QGLASGOW 
LECTURESHIP IN PATHOLOGY AT THE WESTERN INFIRMARY 
Applications are invited for a Lectureship in Pathology. 

Salary according to placement on U yew & seale for clinical 

teachers. The final maximum is £1750 p.a. S.S.U. and family 

allowance benefits. 

Applications (12 copies) should be lodged, not later than 
18th August, 1956, with the undersigned, from whom further 
particulars may be obtained. 

Rost. T. HurcHeson, Secretary of the University Court. 


CHARING CROSS HOSPITAL, W.C.2 


RESEARCH FELLOWSHIP FOR CLINICAL AND H2MODYNAMIC 
STUDIES OF HYPERTENSION IN THE CARDIAC DEPARTMENT 
Applications are invited for the appointment of a Research 

Fellowship for clinical and hemodynamic studies of hyper- 

tension, in the Cardiac Department. 

Candidates should preferably hold the M.R.C.P. (London). 
The appointment may be whole-time or nearly so, and will be 
based on the scale of a middle grade Registrar. 

Applications, with the names of 3 referees, should be sent 
to the undersigned by 13th August, 1956, from whom further 
information may be obtained. 

FRANK Hart, Secretary to the Board. 


SOCIETY OF APOTHECARIES OF LONDON 


DIPLOMA.IN INDUSTRIAL HEALTH 
The next Examination will begin on MONDAY, 3RD DECEMBER, 
1956. The following Examination will be held in July, 1957. 
For Kegulations apply ) eee. Apothecaries’ ital, Black 
Friars-lane, London, 





THE UNIVERSITY OF MANCHESTER. Applications 
are invited for the full-time post of LECTURER IN ORTHO- 
PZ,DIC SURGERY Salary on a scale rising to £2000 p.a. 
according to qualifications and experience. Duties to commence 
as soon as possible. The successful applicant will be required to 
work in the Department of Orthopedic Surgery in the Man- 
chester Royal Infirmary, and the Board of Governors of the 
United Manchester Hospitals is prepared to negotiate an 
honorary contract with the person appointed. 

Applications should be sent not later than 18th August, 1956, 
to the Registrar, the University, Manchester, 13, from whom 
further particulars and forms of application may be obtained. 
UNIVERSITY OF EDINBURGH. Applications are invited 
from Honours Graduates for the post of ASSISTANT in the 
Pregnancy Diagnosis Laboratory. Candidates should have had 
training in Zoology, Physiology, and/or Biochemistry The 
successful applicant will be expected to participate in research 
into reproductive physiology. Salary scale £550-—-£50—£650 p.a., 
with superannuation benefit and family allowance where 
applicable. 

Further particulars may be obtained from the undersigned 
with whom applications should be lodged not later than 18th 
August, 1956. 

CHARLES H. STEWART, Secretary to the University. 
AUSTRALIA. UNIVERSITY OF MELBOURNE. Applica- 
tions are invited for the post of FIRST ASSISTANT in the 
Medical Professorial Unit. The appointment will be full-time 
and will involve the care of patients, teac hing and research. 
Salary £A2500-£A3000 p.a. depending on experience, and subject 
to superannuation similar to F.S.8.U. The appointment will be 
for 3 years in the first instance and will be renewable. Reasonable 
travelling expenses to Melbourne will be allowed. Similar return 
fares will be paid if the appointment is terminated at the end of 
8 years. Applicants must hold a postgraduate degree or diploma 
in general medicine. 

Further particulars and information as to the method of appli- 
cation may be obtained from the Secretary, Association of 
Universities of the British Commonwealth, 36, Gordon-square, 
London, W.C.1. The closing date for applications in Australia 
and London is 14th September, 1956. 


Hospital Services : Senior Appointments 


CHARING CROSS HOSPITAL, W.C.2. Part-time Con- 
SULTANT DERMATOLOGIST (3 notional half-days). Tenable 
from Ist January, 1957. 

Candidates should submit 12 copies of their applications, 
stating age, qualifications and experience, and the names of 3 
referees, to reach the undersigned by 17th September, 1956. 

FRANK HART, Secretary to the Recta 
HOSPITALS FOR DISEASES OF THE CHEST. lica- 
tions are invited for the post of ANASSTHETIST (C sane tant), 
Diploma in Anesthetics essential. The duties in the first 
instance, will be confined to 1 notional half-day on Saturday 
mornings in the Throat and Ear Department. Further informa- 
tion may be obtained on request. 

Applications (12 copies), stating date of birth, qualifications 
and experience, with names of 3 referees, to reach the undersigned 
not later than Ist September, 1956. 

KENNETH A. F. MILES, Secretary to the Board. 

Brompton Hospital, S.W 
HOSPITAL OF ST. “JOHN ae pat ELIZABETH, 60, 
Grove End-road, London, N.W Applications Be invited 
for the post of HONO ORARY ASSISTANT RADIOLOGIST 
(diagnostic), for a minimum of 4—5 sessions tt. Oaaidetes 
must have a Diploma in Radiology. 

Applications (30 copies) should be sent to the undersigned on 
or before 30th August, 1956. Testimonials are not required, but 
the names of 3 persons willing to act as referees should be 
furnished. Sister Mary CLARE, Secretary. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) CONSULTANT RADIOLOGIST (diagnostic), 2 half-days 
a week (preferably Thursday and Friday mornings), Willesden 
General Hospital, Harlesden-road, N.W.10 (127 Beds). 

Applications before 3rd September, 1956. 

(2) CONSULTANT GYNASCOLOGIST ( 24 half-days a week), 
Royal London Homeopathic Hospital, Great Ormond-street, 
W.C.1 (183 Beds). 

Applications before 6th September, 1956. 

Application forms obtainable from, and returnable to, 

Secretary, North West Metropolitan Regional Hospital Board, 
11A, Portland -place, 

ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. 
(Designated as a teaching hospital.) The Board of Governors 
fevitee applications for a post of ANASSTHETIST aa 
status) for attendance on 1 session weekly, viz., Fridays 2 P.M 
Applicants should have had considerable experience in anses- 
thesia particularly in this specialty. 

Applications (10 copies), should give details of age, qualifica- 

tions, experience, and posts held, together with the names of 2 
referees, and should be sent to the House Governor by 7th 
September. Canvassing disqualifies. 
CROYDON. MAYDAY HOSPITAL. Locum Tenens 
ANAESTHETIST (Senior Hospital Medical Officer grade) 
required full-time - Mayday Hospital between 20th August and 
8th September, 1956. 

Applications to G. A. PAINes, Group Secretary, Hospital 
Management Committee, General Hospital, London-road, 
Croydon. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. 
HERTS AND ST. PAUL’S HOSPITALS. Locum ANA¢S ‘THETIST 
(Senior Hospital Medical Officer), required. 

Applications, giving 2 names for reference, should be sent to 

the Secretary, West Herts Hospital, He mel Hempstead, as 











soon as possible. 
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BIRMINGHAMI|REGIONALIHOSPITALIBOARD. Whole- 
time CONSULTANT PSYCHIATRIST AND MEDICAL 
SUPERINTENDENT, St. Margaret’s Hospital, Birmingham 
(1491 Beds). Duties also at associated clinics. Wide experience 
specialty/D.P.M. required. Alljmodern methods rehabilitation 
mental defectives practised. 

Apoticaens (15 copies), naming 3 referees, to Secretary, 
Regional Hospital Board, 10, Augustus-road, Birmingham, 15, 
before 13th August, 1956. Candidates may visit hospitals. 


LEEDS REGIONAL HOSPITAL BOARD. 

Whole-time CONSULTANT CHEST PHYSICIAN required 
for duties at Castle Hill, Northfield, and Raywell Sanatoria, 
together with duties at Hull Chest Clinics and responsibility for 
certain Chest Clinic Services in the East Riding area. The 
person appointed will be Medical Superintendent of the Sanatoria 
and will be required to reside within 5 miles of Castle Hill 
Sanatorium. Consideration will be given to the successful candi- 
date being allowed to change to maximum part-time duties 
within a period of 1 year of taking up duties. 

Part-time CONSULTANT RADIOLOGIST (9 sessions per 
week) required for duties in the Hull and East Riding areas. 
The person appointed to reside in Hull. 

Whole-time CONSULTANT PSYCHIATRIST, specialising in 
Mental Deficiency, required for duties mainly at Westwood 
Hospital (520 Beds) and Ashfield House (50 Beds), Bradford, 
and associated with Stansfield View Hospital, Todmorden (160 
Beds). Other duties may be required in the Halifax, Bradford 
A, B, and Bingley, Keighley, Skipton and Settle Groups. 
The person appointed will be Physician-Superintendent of the 
above-named hospitals and will be required to reside in Bradford. 
The duties include those of Medical Arbiter for the Mental 
Deficiency Area Admission bureau together with advising the 
Local Health Authorities on clinical aspects of Mental Deficiency 
as required. Applicants should hold the D.P.M., and have had 
experience in mental deficiency. 

Whole-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer scale) required for duties mainly at Scalebor 
Park Hospital, Burley-in-Wharfedale, and at associated clinics 
at Skipton, Bingley and Leeds. The Hospital has at present 322 
Beds, shortly to increase by 80. National Health Service, private 
and amenity bed patients are admitted. Admission-rate approxi- 
mately 400 per year. Applicants should hold the D.P.M. and 
have at least 4 years experience in psychiatry. The post is 
resident or non-resident ; accommodation is available for a 
single person. 

Whole-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer scale) required for duties in the Comprehensive 
Mental Health Service established between the Naburn and 
Bootham Park Hospital (614 Beds) and York Local Health 
Authority. The successful candidate will work under the direc- 
tion of the Physician-Superintendent at Naburn and Bootham 
Park Hospital and will undertake 5 sessions in the service of 
York County Borough at the Mental Health Centre. The person 
appointed will be concerned with the expansion of outpatients’ 
social therapeutic activities and with the Public Health aspects 
of clinical psychiatry. 2 Psychiatric Social Workers are employed. 
Applicants should have at least 4 years experience in psychiatry, 
and hold the D.P.M. The person appointed to reside in York. 

Whole-time ASSISTANT RADIOTHERAPIST (Senior Hos- 
pital Medical Officer scale) in the Regional Radiotherapy Service 
for duties mainly at the Bradford Radium Institute together with 
relief duties as may be required at Regional Centres in Hull and 
Leeds. The person appointed to work under the supervision of 
the Senior Consultant in Radiotherapy, and to reside in the 
Bradford area. 

Whole-time ASSISTANT PATHOLOGIST (Senior Hospital 
Medical Officer scale) required for duties at hospitals in the 
Dewsbury, Batley and Mirfield Group, together with relief duties 
as required at hospitals in neighbouring groups. Experience in 
morbid anatomy an advantage. The successful candidate will 
work under the general guidance of the Consultant Pathologist 
and will be required to reside in Dewsbury. 

Part-time CONSULTANT ANESTHETIST (9 sessions per 
week ) for duties in the Halifax area. Person appointed to reside 
in Halifax. 

Applications (12 copies), stating age, qualifications and details 
of appointments held showing dates, with the names and 
addresses of 3 referees, to the Secretary, Park-parade, Harrogate, 
by 25th August, 1956. 


LIVERPOOL REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for the post of Part-time CONSULTANT 
ANESTHETIST on maximum sessions with duties mainly “t 
hospitals in the Warrington Group. Candidates must have 
had at least 5 years recognised training and experience in anes- 
thesia, and must be Fellows of the Faculty of Anesthetists, 
or already hold a consultant post. 

Forms of application from, and to be returned to, Dr. T. Lloyd 
Hughes, Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James-street, Liverpool, 2, to be 
received not later than 18th August, 1956. 

VINCENT COLLINGE, Secretary to the Board. 


OXFORD. UNITED OXFORD HOSPITALS. Applications 
are invited, from medical practitioners suitably qualified in 
this specialty, for the post of Whole-time ASSISTANT PHYSI- 
CLAN to the Department of Physical Medicine. The appointment 
will be of Consultant status and on a basis of divided sessions 
between the United Oxford Hospitals and the Oxford Regional 
Hospital Board, with the greater number allocated to the United 
Oxford Hospitals (the precise arrangements are at present 
being negotiated ). Regional commitments include work in 
peripheral clinics. The appointment will in accordance with 
a and conditions of service of hospital medical and dental 
staffs. 

Applications (10 copies), with full particulars of qualifications 
and experience and the names of 2 referees, should be sent to the 
Administrator, Radcliffe Infirmary, Oxford, to arrive not later 
than 4th August, 1956. 
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OXFORD REGIONAL HOSPITAL BOARD. Consultant 
RADIOLOGIST (whole-time or maximum part-time) to the 
hospitals of the Reading Area. The Consultant will share in the 
Radiological Service centred on the Royal Berkshire Hospital 
(339 Beds) with peripheral \o8 ey at 6 other hospitals. 
Applicants must hold the D.M.R. or equivalent and a higher 
qualification in medicine or surgery is desirable. 

Applications (10 copies), stating age, qualifications, experience 
and the names of 3 referees, should reach the Secretary, 43, 
Banbury-road, Oxford, by Ist September, 1956. 
MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Part-time (8 half-days weekly) CONSULTANT PSYCHIA- 
TRIST to the Burnley Hospital Centre, also on the staff of 
Whittingham (Mental) Hospital, near Preston, for approximately 
3 sessions weekly. Outpatient clinics at Victoria and General 
(121 psychiatric beds) Hospitals, Burnley. Wide experience and 
higher qualifications essential, appointee to live in or near 
Burnley. 17th August, 1956. 

(b) Sont-Aiuee (8 half-days weekly) CONSULTANT PADDIA- 
TRICIAN, Barrow and Furness Hospital Centre, with outpatient 
clinics at North Lonsdale Hospital, Barrow, and Ulverston 
Hospital and about 20 Beds at the Devonshire Road Hospital, 
Barrow. Wide experience and higher qualifications essential, 
appointee to live in or near Barrow. 17th August, 1956. 

(c) Part-time (8 half-days) CONSULTANT SURGEON to 
the Burnley Hospital Centre, mainly at the Victoria and General 
Hospitals, Burnley, but with duties at Reedyford Hospital, 
Nelson, and Hartley Hospital, Colne. Wide experience and 
higher qualifications essential, appointee to live in or near 
Burnley. 10th August. 1956. 

(d) 2 Whole-time SENIOR CASUALBY OFFICERS as 
follows :— 

(1) Preston Royal Infirmary (resident or non-resident). 
Appointee will work under general supervision of Consultants. 

(2) Burnley and District Hospitals (non-resident). Special 
experience required in the treatment of orthopedic cases, 
fractures and trauma. Appointee will assist the Consultant 
Orthopedic Surgeon and have special responsibilities in the 
casualty and traumatic (including fracture) clinics, subject to 
the general supervision of the Consultant. 

Higher qualifications desirable, tenure of posts limited to 
4 years. Salary within range £1575 (at age 32)-£50-£2025 
(according to experience, &c.). 13th August, 1956. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by the dates stated. 

SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post of Part-time 
CONSULTANT in General Surgery (8 notional half-days) at 
the Lewis Hospital, Stornoway. A suitable house is available. 

Schedules of application and further particulars may be 
obtained from the undersigned, with whom applications should 
be lodged by 20th August, 1956. 

A. M. FRASER, M.D., 
Secretary and Administrative Medical Officer. 

Office of the Northern Regional Hospital Board, 

taigmore, Inverness. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ments : 

Whole-time ASSISTANT PSYCHIATRIST based at Glengall 
Mental Hospital, Ayr. A house is available. Salary (at age 32 
and over) on the scale £1575—-£50-—£2025. 

Whole-time ASSISTANT PSYCHIATRIST based at Hart- 
wood Mental Hospital, Shotts, Lanarkshire. Salary (at age 32 
and over) on the seale £1575—£50-£2025. 

These appointments are subject to the National Health Service 
(Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, C.2, not later than 30 days after 
the publication of this advertisement. a8 3 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a post of CON- 
SULTANT RADIOLOGIST (diagnostic) for whole- or maximum 
part-time duties in the Neurosurgical Unit, at present based on 
the Royal Infirmary of Edinburgh and later at the Western 
General Hospital, Edinburgh. Experience in neuroradio- 
diagnosis is required. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 3 referees, 
should be sent to the Secretary, South-Eastern Regional Hospital 
Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, by 
18th August, 1956. 7 : 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of a 
CONSULTANT in Psychiatry to the Royal Edinburgh Hospital 
for Mental and Nervous Disorders for 2 notional half-days per 
week. 

Applications, giving particulars of age, previous experience 
and qualifications, together with the names of 3 referees, should 
be sent to the Secretary, South-Eastern Regional Hospital 
Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, by 
18th August. : = 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Tuberculosis. DUNDEE AREA. Applications are invited 
for the appointment of Whole-time ASSISTANT CHEST 
PHYSICIAN (Senior Hospital Medical Officer grade) to the 
Tuberculosis Service in Dundee. The appointment will involve 
duties in Ashludie Hospital, Monifieth (222 Beds including the 
Regional Thoracic Surgical Unit of 66 Beds), and in the Central 
Chest Clinic in Dundee. Salary and conditions of service in 
accordance with national agreement. 

Further particulars and forms of ie from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom applica- 
tions must be lodged not later than 25th August, 1956. 
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SCOTLAND. EASTERN REGIONAL HOSPITAL CONNAUGHT HOSPITAL, Walthamstow, E.17. (118 
BOARD. Pathology. MARYFIELD HOSPITAL, DUNDEE. Applica- Beds.) HOUSE PHYSICIAN required for a period of 6 months. 


tions are invited for the post of ASSISTANT PATHOLOGIST 
(whole-time—Senior Hospital Medical Officer grade) at Maryfield 
Hospital, Dundee (370 Beds), which is 1 of the 2 main general 
teaching hospitals associated with the University of St. Andrews. 
General experience is essential, but special experience in morbid 
anatomy and histology is desirable. Salary and conditions of 
service in accordance with national agreement. 

Further particulars and forms of application from the Secre- 
tary to the Board, 430, Blackness-road, Dundee, with whom 
applications must be lodged not later than 3lst August, 1956. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST for Rauceby 
Hospital, Sleaford. House available on Hospital estate. Salary 
scale £1575-£50-—£2025. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
+ > fries Sheffield. Forms to be returned by 18th August, 

vd, 

SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD require a CONSULTANT PHYSICIAN (8 half-days 
per week) for the Bournemouth and East Dorset Group of 
hospitals. Candidates must have had extensive experience and 
be in possession of higher qualifications. Canvassing will dis- 
qualify, but candidates may visit the hospitals concerned by 
arrangement with Commander T. 8S. JACKSON, F.H.A., Group 
Secretary, Bournemouth and East Dorset Group Hospital 
Management Committee, Royal Victoria Hospital, Gloucester- 
road, Boscombe, Hants. 

Applications (7 copies), stating age, qualifications, experience, 
and names and addresses of 3 referees, to the Area Secretary, 
Highcroft, Romsey-road, Winchester, by 20th August, 1956. 
CHANNEL ISLANDS, JERSEY. GENERAL HOSPITAL. 
Applications are invited for the post of CONSULTANT RADIO- 
LOGIST (part-time—7 sessions) at a salary of £1335 p.a., 
rising by 8 equal annual increments to a maximum of £1970 
p.a. The post is vacant on Ist October, 1956. Private radio- 
logical practice available. 

Applications to be submitted by 
— Public Health Committee, 
C.E. 


18th August, 1956, to the 
General Hospital, Jersey, 


IRELAND HOSPITALS AUTHORITY. 
invited for a post as CONSULTANT AN4€sS- 
THETIST to hospitals managed by the Downpatrick and 
Downshire Hospital Management Committees. The appoint- 
ment will be on a part-time basis of 7 half- days of duty weekly 
(subject to review at a later date), and the terms and conditions 
will be in accordance with the application of the Spens report 
to Northern Ireland. 
Applications to be made 
particulars) from the Secretary, 
Authority, 44-46, Queen-street, 
not later than 18th August, 1956. 


Hospital Services : Junior Appointments 


BATTERSEA GENERAL HOSPITAL, Battersea Park, 
S.W.11. HOUSE SURGEON/CASUALTY OFFICER (com- 
bined post), resident, vacant immediately. House Officer grade, 
not pre-registration and not recognised for F.R.C.S. 

Apply, enclosing copies of 2 recent testimonials, to Hospital 
Secretary with whom arrangements can be made to view the 


NORTHERN 
Applications are 


on a form obtainable (with further 
Northern Ireland Hospitals 
Belfast, and to be returned 








Hospital. 
SETHNAL GREEN aa it Cambridge Heath-road, 
London, E.2. (Acute—307 Beds.) Applications are invited 


for the post * SENIOR HOU ais OFFIC ER (casualty). 

Applications, with copies of 2 testimonials, immediately to 
the Hospital Secretary. 
BROMPTON HOSPITAL, 8&.W.3. 
invited for the following posts :- 

NON-RESIDENT HOUSE PHYSICIAN for which 
are 3 vacancies, for 6 months from Ist October, 1956. Duties 
include work in Outpatient Department and wards, also 1 
months duty at Frimley as occasion demands. Salary at the 
rate of £525 p.a. 

y. contin ations, stating age, qualifications with dates, nation- 
ality and appointments held, together with copies of testi- 
monials, by 4th August, to 

KENNETH A. F. MILES, House Governor. 


CHARING CROSS HOSPITAL, W.C.2. Part-time Clinical 
ASSISTANT in the Ophthalmology Department. 1 attendance 
per week. Salary in accordance with paragraph 10b of the 
terms and conditions of service of hospital medical staff. Tenable 
from Ist November, 1956, for 1 year in the first instance. 
Candidates should submit 8 copies of their applications, 
stating age, qualifications and experience and the names of 
3 referees, to reach the undersigned by 3rd September, 1956. 
FRANK HART, Secretary to the Board. 
COLINDALE HOSPITAL, Colindale-avenue, London, 
N.W.9. (300 Beds.) SENIOR HOUSE OFFICER (resident 
when on duty) required at above Hospital to assist in thoracic, 


Applications are 


there 





orthopeedic and genito-urinary surgery. 

Apply, stating age, qualifications and experience and giving 
the names and addresses of 2 referees, to Group Secretary, 
Hendon Group Hospital Management Committee, Edgware 
General Hospital, by 4th August, 1956. 

CONNAUGHT HOSPITAL, Walthamstow, E.17. (118 


Beds.) Applications are invited for the post of SECOND 
CASUALTY OFFICER with duties in the Department of 
Orthopedic and Traumatic Surgery (Senior House Officer 
grade). Recognised for F.R.C.S. Salary £745 p.a., less £150 
p.a. for board, lodging, &c. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Hospital 
Management Committee, Forest Group, Langthorne-road, E.11. 








Post vacant 3lst August, 1956. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to the Secretary, Hospital 
Management Committee, Forest Group, Langthorne-road, E.11. 
FRIERN HOSPITAL, New Southgai London, N.17. 

(2470 Beds). PSYCHIATRIC REGISTR AR required at above 
ieaetiel. Candidates should have adequate general medical and 
psychiatric experience. Details of the appointment and work 
in the Hospital may be obtained on application to the Physician- 
Superintendent and applicants are invited to visit the Hospital 
by appointment. 

Application forms obtainable from, and returnable to, 
Secretary, Friern Hospital, within 14 days. 

HACKNEY HOSPITAL, London, E.9. (General—841 
Beds. ) Apeieetene are invited for appointment as SENIOR 
HOUSE OFFICER ANZASTHETIST. The post, vacant on 
22nd August, is recognised for the D.A. and the F.F.A.R.C.S. 
examinations, and offers wide experience of anesthesia and 
opportunities of study for higher qualifications. 

Apply Secretary, above address, by 4th 

HH/SHO/A. 
HAMMERSMITH HOSPITAL AND INSTITUTE OF 
OBSTETRICS AND GYNAZCOLOGY AND SOUTH EAST METROPOLITAN 
REGIONAL HOSPITAL BOARD. Whole-time REGISTRAR in 
Obstetrics and Gynecolegy required on Ist October. The 
appointment, subject to the terms and conditions of service of 
hospital medical staff, is tenable for 18 months, the first year in 
the Brighton and Lewes Group of hospitals and the last 6 months 
at Hammersmith Hospital and the Institute of Obstetrics and 
Gynecolory. 

Applications, giving particulars of age, education, qualifi- 

cations and experience, together with the names and addresses 
of 2 referees, to be sent te. the Secretary, Registrars Committee, 
South East Metropolitan Regional Hospital Board, 11, Portland- 
place, W.1, not later than 11th August, 1956. 
HIGHLANDS GENERAL HOSPITAL, Winchmore Hill, 
London, N.21. HOUSE SURGEON required. Duties mainly 
orthopedic with some E.N.T., casualty and emergency general 
surgery. New Operating Theatre, Outpatient and Casualty 
Departments. Preference given for applicants seeking pre- 
registration post under Medical Act, 1950. 

Applications, with copies of 3 testimonials and name and 
address of 1 referee, to Hospital Secretary. 

HIGHLANDS GENERAL HOSPITAL, Winchmore Hill, 
London, N.21. ANASTHETIST/CASUALTY OFFICER 
(Senior House Officer grade) resident. 100 active surgical and 
orthopedic beds, approximately 1200 operations annually. 

Applications, with copies of 3 testimonials and name and 

address of 1 referee, to Hospital Secretary. 














August, quoting 


KING’S COLLEGE HOSPITAL, Denmark-hill, 
Applications are invited for the appointment of SE 
HOUSE OFFICER (resident) at the Royal Eye Hospital, 
St. George’s-circus, S.E.1. The appointment will be from 
Ist October, 1956, for 6 months in the first instance, but will 
be subject to réappointment. 

Applic ations, stating age, education, qualifications and 
experience, with the names of 2 referees, should be sent to the 
undersigned by 11th August, 19: 56. 

W. BaRNES, House Governor. 


LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. 2 vacancies occur Ist October, 1956, for RESI- 
DENT HOUSE PHYSICIAN. _ Appointment for 6 months, 
4 in London, 2 at the Country. Branch, near Letchworth, and 
post graded as House Officer. Duties include work in the 
Outpatient Department and Re fill Clinic as well as in wards. 

Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reaeh the undersigned not later than 17th August. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2. iat . 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of Part-time REGISTRAR to the 
Department of Plastic Surgery. A higher qualification, although 
desirable, is not essential. The successful candidate would be 
required to attend on 6 half-days weekly and the duties will be 
divided between The London Hospital, its Annexe at Brentwood 
and the Hackney Hospital. 

Applications (12 copies), giving the names and addresses of 
3 referees, should be received by the undersigned by 10th 
August, 1956. H. BRIERLEY, House Governor. 


LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of Part-time REGISTRAR to the 
E.N.T. Department. A higher qualification, although desirable, 
is not essential. The successful candidate would be required 
to attend on 4 half- days weekly. 

Applications (12 copies), giving the names and addresses of 3 
referees, should be received by the undersigned by 17th August, 
1956. H. BRIERLEY, House Governor. 


LONDON JEWISH HOSPITAL, Stepney Green, €E.1. 
(130 Beds.) Applications are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER (Surgical Department). Post 
vacant 17th September, 1956. Salary, &c., in accordance with 
national scale. 

Applications, with copies of testimonials, 
Hospital Secretary. 5 
METROPOLITAN HOSPITAL, Kingsiand-road, London, 
E.8. (General—146 Beds.) Applications are invited from regis- 
tered medical prac titioners for the post of RESIDENT SENIOR 





to be sent to the 


HOUSE OFFICER (casualty), vacant 5th August, 1956. Post 
recognised for F.R.( 
Applications, alten age, nationality, qualifications and 


experience, together with 3 testimonials to the Hospital Secretary 
by Ist August, 1956. 
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METROPCLITAN EAR, NOSE AND THROAT HOS- 
PITAL at ST. MARY ABBOTS HOSPITAL, Marloes-road, Kensington, 
W.8. 2 HOUSE SURGEONS (E.N.T.) required immediately. 
Posts recognised for D.L.¢ Resident appointments for 6 
months in the first instance. 

Applications by 7th August, 1956, on forms obtainable from 
the Hospital Secretary (L.101), St. Mary Abbots Hospital. 
MEMORIAL HOSPITAL, Shooters Hill, Woolwich, 
SE.18. SENIOR HOUSE OFFICER (Casualty Department), 
vacant early September. Recognised for F.R.C.S. 6 months 
resident appointment and may then be renewed. Salary £745 
p.a., less £150 p.a. for residence. 

Apply to Secretary. 

MIDDLESEX HOSPITAL and NORTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications invited for 
the post of SENIOR REGISTRAR in the Department of 
Radiotherapy at The Middlesex Hospital, W.1. Appointment 
until 31st December, 1957, renewable. If so required, part of 
the total tenure of the appointment will be in the Radiotherapy 
ened nt at Mount Vernon Hospital, Northwood, under the 
control of the North West Metropolitan Regional Hospital Board. 

Forms of application obtainable from the Deputy Superin- 
tendent, The Middlesex Hospital, and should be returned, naming 
2 referees, by 18th August. 

MIDDLESEX HOSPITAL, W.1. Applications invited for 
post of REGISTRAR in the Department of Physical Medicine 
and Rheumatism. 

Rules and application forms obtainable from Deputy Super- 
intendent, should be returned, naming 2 referees, by 18th August. 
MILE END HOSPITAL, Bancroft-road, London, €E.1. 
(484 Beds.) HOUSE SURGEON (pre- qr post-registration). 
Post vacant 25th August, 1956 Recognised by Royal College 
of Surgeons. 

Application forms obtainable from Physician-Superintendent 

to be returned by 3rd August, 1956, with copies of not more 
than 3 testimonials. 
NATIONAL HEART HOSPITAL, Westmoreland-street, 
London, W.1 (with which is associated the Institute of Cardio 
logy ). Applications are invited for the post of RESIDENT 
MEDICAL OFFICER (Male). The appointment is for a period 
of 6 months from Ist October, 1956, but may be renewed for a 
further period of 6 months. The status and salary are either that 
of a Senior House Officer or Registrar and are in accordance with 
the national terms and conditions of service 

Applications, with copies of 3 recent testimonials, should be 
sent to me not later than Saturday, 4th August. 1956. 

Rowert G. BE. WuHirney, Secretary to the Board. 
NELSON HOSPITAL, Kingston-road, Merton, S.W.20. 
HOUSE SURGEON (resident). Approved pre-registration 
post. Vacant early September. 

Applications, stating age, qualifications, &c., with the names 
and addresses of 2 referees, should be sent to the Secretary at 
above address. ; 
NORTH LONDON BLOOD TRANSFUSION CENTRE, 
Deansbrook-road, EDGWARE. JUNIOR HOSPITAL MEDICA 
OFFICER for full-time duties with mobile teams at donor 
sessions. The appointment is for 3 years. Opportunity for 
training in clinical pathology exists. 

Applications, giving age, qualifications, 

names of 2 referees, to Director not later than 4th 
1956. 
REGIONAL NEUROSURGICAL CENTRE (66 Beds), 
RROOK GENERAL HOSPITAL, Shooters Hill-road, S.E.18. SENIOR 
HOUSE OFFICER (neurosurgery), vacant 22nd August. Post 
recognised for F.R.C.S. and D.P.M. and provides excellent 
opportunity for training in neurology. 

Apply to Group Secretary, Memorial Hospital 

S.E.18. 
ROYAL NORTHERN HOSPITAL, Holloway, N.7. Locum 
OBSTETRIC AND GYN-ECOLOGICAL REGISTRAR required 
for duties at Royal Northern Hospital and City of London 
Maternity Hospital, Hanley-road, N.4, from 30th July to 
12th August, inclusive 

Apply to the Hospital Secretary. 

ST. JAMES’ HOSPITAL, Baitham, 8.W.12. Senior House 
OFFICER (anwsthetics) required from Ist August. (Locum 
basis Ist-13th August, permanent appointment commencing 
14th August.) Post recognised for D.A. and F.F.A.R.C.S. 

Applications, stating age, qualifications, experience and names 

of 2 referees, to Group Secretary, Wandsworth Hospital Group, 
at above address. 
ST. STEPHEN'S HOSPITAL, Chelsea, S.W.10. Obstetric 
AND GYNECOLOGICAL HOUSE SURGEON (resident), 
post-registration. Post recognised for D.Obst.R.C.O0.G,. Vacancy 
late August. 

Applications, naming 2 referees, to the Medical Superintendent. 
ST. MARY ABBOTS HOSPITAL, Marloes-road, Kensing- 
ton, W.8 Urology. Applications are invited for appointment 
to the Urology Department of a REGISTRAR (part-time), 
» sessions a week, 

Applications (5 copies) to be submitted by 10th August, 1956, 
on forms obtainable from, and returnable to, Group Secretary 

L.104), Fulham and Kensington Hospital Management Com- 
mittee, 5, Collingham-gardens, London, S.W.5. 
ST. MARY'S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners for the post of non-resident 
Whole-time REGISTRAR in General Medicine. The suecessful 
ipplicant will be required to undertake work in the Casualty 
ind Outpatient Departments as well as having certain inpatient 
duties. The appointment will be for a first period of 12 months, 
as from Ist October, 1956. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitTcHu, House Governor, not later than 15th August, 1956. 


experience, and 
August, 


Woolwich 
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ST. MARY'S HOSPITAL, W.2. Applications are invited 
for the post of Part-time OUTPATIENT SURGICAL ASSIS- 
TANT for 3 notional half-days per week (Monday P.M., Wednes- 
day A.M., Wednesday P.M.) graded Senior House Officer. This 
appointme nt is designed for Me n or Women who have already 
passed their Primary F.R.C.S. and is ideally suited to those 
reading for the Final as a fasee number of clinical cases are 
available : it will be for a first period of 12 months as from a 
date to be arranged. 

Applications, stating rationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpiTcH, House Governor, not later than 14th August, 1956. 
ST. MARY’S HOSPITAL, Paddington, W.2. Applications 
are invited for the post of REGISTRAR to the Diagnostic 
Radiological Department : possession of the Diploma in Radio- 
logy is essential. The appointment is for a first period of 12 
months, with effect from Ist September, 1956 ; remuneration 
to be at Registrar rates. 

Applications. stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpircH. House Governor, not later than 7th August, 1956. 


ST. MARY’S HOSPITAL, Paddington, W.2, and the 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
SENIOR REGISTRAR in General Medicine required on 
Ist October, 1956, for a combined appointment which will 
normally be for a period to 3lst August, ,1960 ; namely, first 
and final periods at St. Mary’s Hospital: second and third 
periods at West Middlesex Hospital. Possession of a higher 
medical qualification essential. Hospitals may be visited by 
direct appointment. 

Applications. stating nationality, date of birth, permanent 

address, qualifications with dates and details and National 
Health Service gradings of previous and present appointments, 
together with the names and addresses of 3 referees, should 
reach ALAN Pownprrcn, House Governor, not later than 15th 
Angust. 1956. 
ST. NICHOLAS HOSPITAL, Piumstead, S.E.18. House 
OFFICER (Casualty. Fracture and Orthopedic Departments), 
vacant 5th August. Recognised for F.R.C 6 months resident 
appointment (not pre-registration ). Thews is also a Senior 
House Officer in Casualty Department. 


Apply to Group Secretary, Memorial Hospital, Woolwich, 
8.E.1 
ST. THOMAUS HOSPITAL, London, 8S.E.1. Medical 


REGISTRAR to the Departme nt of Metabolic Diseases for 
a period of 1 year in the first instance. 

Applications, naming 2 referees, to the Clerk of the Governors 

by 17th August, 1956. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Orthopedic Surgery to fill a 
vacancy in the approved trainee establishment at the Seamen's 
Group of hospitals. The successful candidate will be required to 
reside at the Albert Dock Traumatic and Orthopedic Hospital, 
Alnwick-road, E.16. Self-contained married quarters are avail- 
able. The appointment will be in accordance with the terms and 
conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in the first instance. 

Applications. giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee. South East Metropolitan Regional Hospital Board, 
11. Portland-place, London, W.1, not laterthan 11th August, 1956. 
SOUTH EAST METROPOLITAN REGIONAL HOS. 
PITAL ROARD Applications are invited for an appointment as 
Whole-time REGISTRAR in Obstetrics and Gynecology to fill a 
vacancy in the approved trainee establishment at the Camberwell 
Group of hospitals. The appointment will be in accordance with 
the terms and conditions of service of hospital medical and dental 
staffs (England and Wales), and will be for 1 year in the first 
instance. 

Applications. giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than llth August, 1956. 
SOUTH WESTERN HOSPITAL, Landor-road, S.W.9. 
LAMBETH GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica 
tions are invited (preferably from women candidates) for the 
post of HOUSK SURGEON (pre-registration) at the above 
Hospital. Duties include general surgery, and the snecessful 
applicant will also be required to provide relief for leave of the 
House Surgeon at the Annie McCall Maternity Hospital. 

Application forms can be obtained from the Secretary at the 
Hospital. 

WANSTEAD HOSPITAL, Hermon Hill, London, €.11. 
(191 Beds.) Applications are invited for the post of R ESIDE - = 
\N-ESTHETIST, graded Senior House Officer. Salary £745 p. 

less £150 p.a. for board, lodging, &c. Recognised for the 


Applications, stating age, qualifications and experience 

together with copies of 2 recent testimonials, should be sent 
immediately to the Secretary, Hospital Management Committee, 
Forest Group, Lanethorne-road. E.11. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications are invited for the post of RESIDENT MEDICAL 
OFFICER (Female) at Parkwood Auxiliary Hospital, Swanley, 
Kent, for 1 year in the first instance and renewable. Graded as 
Junior Hospital Medical Officer. A deduction of £170 p.a. will 
be made from the salary for board-residence. The post offers 
opportunity for study. 

Applications (4 copies), with names of 2 referees, to House 
Governor. 
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WOOLWICH GROUP HOSPITAL MANAGEMENT BARNSLEY. ST. HELEN HOSPITAL. Whole-time 
COMMITTEE. SENIOR HOUSE OFFICERS (anesthetics). RESIDENT SENIOR HOUSE OFFICER (obstetrics and 
1 at St. Nicholas Hospital, Plumstead, vacant now, and gynecology), required for 1 year from Ist October. Post 
1 at Memorial Hospital, Woolwich, vacant 18th August. Both recognised for M.R.C.O.G. and D.Obst.R.C.O.G. 
posts recognised for F.F.A.R.C.S. and are for 6 months in the Applications, stating age, qualifications, &c., with copies of 
first instance and may be renewed. Possession of D.A. an 2 recent testimonials, to the Group Secretary, Barnsley Hospital 
advantage. Management Committee, 33, Gawber-road, Barnsley, by 4th 

Memorial Hospital, Shooters Hill, August, 1956. 


Apply to Group Secretary, 

Woolwich, S.E.18. 
ALTON, HAMPSHIRE. LORD MAYOR TRELOAR 
ORTHOPEDIC HOSPITAL. Applications are invited from 
registered medical practitioners for the post of Whole-time 
ORTHOP-EDIC REGISTRAR Post provides experience in 
non-pulmonary tuberculosis and general orthopedics and 
includes attendances at peripheral clinics. House available 
for married man and quarters for single man. Canvassing 
disqualifies, but visit to Hospital welcomed. 

Apply Secretary for form. 

ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE OFFICER (Male) for general medical and 
surgical duties. 6 months appointment, vacant Ist September, 
1956, not suitable for pre-registration candidates. 

Applications, stating age, qualifications and experience, 

with copies of up to 3 recent testimonials, to Medical Director 
of Hospital. 
BECKENHAM HOSPITAL, Kent. Casualty Officer 
(Senior House Officer) required for 1 year in first instance, with 
duties in Orthopedic and Fracture Departments. Recognised 
for F.R.C. 

Apply, mating age, nationality, qualifications and experience, 
and naming 3 referees, to Administrative Officer. 

BEDFORD GENERAL HOSPITAL. (439 Beds.) Locum 
AN-ESTHETIC REGISTRAR required 3 months commencing 
September or shorter period. Salary £17 10s. per week. 

Applications and testimonials to Group Secretary, Bedford 

Group Hospital Management Committee, 3, Kimbolton-road, 


Bedford, 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
ASSISTANT PATHOLOGIST (Senior House Officer grade) 
required in Area Laboratory with attendance at Branch Labora- 
tory, Driffield. Offers experience all branches of pathology. 
Salary £745. 

Detailed applications to Group Secretary. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 


(229 Beds.) ORTHOPADIC HOUSE SURGEON (first, 
second, or third post). Married accommodation available. 
Offers good opportunity for general experience in busy acute 
general hospital. Approved pre-registration post. Fully 
qualified practitioners may apply. Recognised for F.R.C.S. 
Vacant now. 


Apply Group Secretary. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) Pre-re gistration HOUSE OFFICER in Obstetrics 
and Gynecology, vacant mid-August. Hospital has Maternity 
Unit of 22 Beds and Gynecological Annexe of 18 beds. Fully 
qualified practitioners may apply. 

Detailed applications to Group Secretary. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) HOUSE SURGEON (first, second or third post), 
vacant early September. General surgical duties, some ortho- 
peedics. Offering good opportunity for general experience in busy 
acute General Hospital. Married quarters available. Recognised 
for F.R.C.S. Approved pre-registration post. Fully qualified 
practitioners may apply. 

Applications to Group Secretary. 
BEVERLEY, YORKSHIRE. BROADGATE HOSPITAL. 
JUNIOR HOSPITAL MEDICAL OFFICER. Progressive 
Mental Hospital of 600 Beds with outpatient clinics at general 
hospitals. Facilities for D.P.M. course at Leeds University. 
Self-contained flat available. Candidates may visit Hospital by 
appointment with Physician-Superintendent. 

Applications to Group Secretary, Westwood 
Beverley, E. Yorks. 
BARKING HOSPITAL (Maternity), Upney-lane, Barking 
There will be a vacancy for a RESIDENT SENIOR HOUSE 
OFFICER at the above Hospital on 3rd August, 1956. Salary 
will be at the rate of £745 p.a., less emoluments. Applicants 
should have been qualified not less than 1 year. Duties will 
include antenatal work 

Applications, accompanied by copies of testimonials, should 
be sent to the undersigned within 7 days of the appearance of 
this advertisement. 

H. 


Hospital, 


F. Harris, Group Secreta 
Ilford and Barking Group Hospital Manage na ae Committee. 
King George Hospital, Ilford. 
BASINGSTOKE, HAMPSHIRE. 
GROUP HOSPITAL MANAGEMENT COMMITTEE, NO. 47. ROOKS- 
DOWN HOUSE PLASTIC AND ORAL SURGERY CENTRE. PLASTI( 
SURGICAL REGISTRAR. The appointment is a whole-time 
one and some previous experience in plastic surgery is desirable. 
Application forms (5 copies) may be obtained from the 
Group Secretary, Park Prewett Hospital, Basingstoke, to whom 
they should be returned within 14 days of the appearance of this 
advertisement. Applicants may visit the Hospital by arrange- 
ment. 
BARNSLEY CHEST SERVICE. Sheffield Regional 
HOSPITAL BOARD. Whole-time REGISTRAR (chest diseases) 
required. Single accommodation available, at Wathwood 
Hospital. Duties at the Hospital and Barnsley Clinics under the 
supervision of the Consultant. Appointment for 1 year in first 
instance. 
Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 6th August, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


PARK PREWETT 








BATLEY, YORKSHIRE. THE GENERAL HOSPITAL. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (resident) which is available immediately. The 
Hospital has 99 Beds which are allocated to the specialties of 
general surgery, E.N.T., orthopedics and ophthalmology. 

Applications in writing to the Administrative Officer enclosing 

copies of 2 testimonials. 
BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. RESIDENT ANASSTHETIST (Senior House 
Officer). There are 3 Consultant Anesthetists and training is 
given in modern methods of anesthesia. Ample opportunity for 
study. Previous experience not essential. Post vacant 17th 
September. 

Applications, with full details, naming 2 referees, to Adminis- 
trator by 4th August. 
BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. (215 Beds and 8 House Surgeons.) HOUSE 
SURGEON (resident), vacant 27th August. Recognised for 
purpose of casualty by R.C.S.(Eng.). Teaching programme by 
Consultant staff. Appointment for 6 months, some of which may 
be spent, at applicant’s request, in 42-Bedded Medical Research 
Council’s Burns Unit. 

Apply within 7 days of advertisement to 

naming 2 referees. 
BIRMINGHAM AND MIDLAND EYE HOSPITAL, 
Church-street, BIRMINGHAM, 3. HOUSE SURGEON required. 
Appointment for 6 months, but renewable. Hospital carries 
resident staff of 5 and provides a 2-year course of instruction. 
Recognised for the D.O. (England) and F.R.C.S. (England) 
in Ophthalmology. Wide experience available in all branches, 
including surgery. 

Detailed applications by 11th August, 
Dudley Road Hospital, Birmingham, 18. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) Coventry Group No. 20, Stoney Stanton-road, 
Coventry 

—— RAR (general medicine), for Gulson Hospital (312 
Beds). Resident. Experience specialty essentia 
(2) Highcroft Hall Group 7, Highcroft Hall Hospital, 

Birmingham, 23 

REGISTRAR (psychiatry). All modern forms of treatment. 
Opportunities for outpatients clinic work. Resident/non-resident. 

(3) Birmingham Group 25, Oak Tree-lane, Selly Oak, 
Birmingham, 29 

REGISTRAR (general surgery), resident. 
and Little Bromwich General Hospitals. Higher 
desirable. Residential married quarters available. 

Application forms from Group Secretaries, to 
before 6th August, 1956. 

BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL. HOUSE SURGEON (pre-registration), obstetrics. 
General Hospital. 5 other resident medical staff. 

Apply Medical Superintendent. 

BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL. OBSTETRIC AND GYNASCOLOGICAL HOUSE 
SURGEON (Senior House Officer grade). Residential charge 

£157 p.a. 

Applications, stating age, qualifications, nationality, and 
copies of testimonials, to Medical Superintendent. 
BIRMINGHAM. ST. CHAD’S HOSPITAL, Hagley-road, 
BIRMINGHAM, 16. SENIOR HOUSE OFFIC ER in Obstetrics 
and Gynecology roaueree, Appointment for 12 months and 
recognised for M.R.C. Unit affiliated to Birmingham 
University for unde Seondnaite clinical tuition. 

Detailed applications, with copies of 2 recent testimonials, 
to Group Secretary, Dudley Road Hospital, Birmingham, 18. 
cently on me > THE UNITED BIRMINGHAM HOS- 

ITALS. Applications are invited for the post of RESIDENT 
SE NIOR REGISTRAR in Anesthetics for duties in the United 
Hospitals. The appointment will be for 1 year in the first 
instance and subject to annual review. The successful candidate 
may subsequently be required to spend not more than 2 years 
in a selected hospital of the Birmingham Regional Hospital 
Board in accordance with an arrangement for the interchange of 
Senior Registrars agreed between the 2 Boards. Possession of 
the 2-part Diploma in Anesthetics of the Conjoint Examining 
Board in England or the Diploma of Fellow of the Faculty of 
Anesthetists of the Royal College of Surgeons of England would 
be desirable. 

Application forms 


Administrator, 


to Group Secretary, 


Duties at Solihull 
qualification 


be returned 


from the Secretary, 
Elizabeth Hospital, 
be returned to him 


may be obtained 
United Birmingham Hospitals, Queen 
Edgbaston, Birmingham, 15, and should 
not later than 25th August, 1956. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) CASUALTY HOUSE SURGEON (1 of 3). Duties 
include work in Orthopedic and umatic re _ Vacant 31st 
July. Recognised for pre-registration and F.R.C 

plications, stating usual particulars and = 2 referees, 
to xo Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7. 
BRIGHTON. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dyke-road. (129 Beds.) SENIOR HOUSE 
OFFICER required from Ist September, 1956. Candidates 
should have had experience in pediatrics. The post is recognised 


for D.C. 
Applic ations, stating usual particulars, together with copies of 
2 testimonials and naming 2 referees, to the Administrative 


Officer as soon as possible. 


= 
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BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(494 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appointment 
of SENIOR HOUSE OFFICER (resident) orthopedic and 
casualty combined. The post which is now vacant is recognised 
for the F.R.C.S. examination and is normally tenable for 12 
months. 

Applications to the Hospital Secretary. 

BOURNEMOUTH (near). CHRISTCHURCH HOS- 
PITAL, CHRISTCHURCH, HANTS. BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. Locum MEDICAL 
REGISTRAR required for 3 months from 12th August, 1956, 
at the above Hospital of 259 Beds (including 79 acute medical, 
34 pediatrics, 6 chest diagnostic and 140 chronic sick). 

Applications, giving details of age, experience and nationality, 

should be sent to the Group Secretary, Hospital Management 
Committee Office, Royal Victoria Hospital, Gloucester-road, 
Boscombe, immediately. 
BRISTOL. COSSHAM/FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. FRENCHAY HOSPITAL. (542 staffed 
beds, expanding.) Applications are invited for SENIOR HOUSE 
OFFICER posts in the Regional Department of Neurosurgery. 
Vacancies will arise mid-August and at the end of September 
next. These posts offer useful surgical experience and the 
opportunity of gaining a working knowledge of neurological 
diagnosis. Recognised for F.R.C. 

Applications to the Secretary, "Frenchay Hospital, quoting 
‘“*N.S.F.”" 2 referees required. a 
BRISTOL. THE BOARD OF GOVERNORS OF THE 
UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN REGIONAL 
HOSPITAL BOARD. Applications are invited by the above Boards 
for the joint appointment of REGISTRAR in Psychiatry. The 
successful candidate will be based on the Bristol Mental Hospital 
Group (Barrow and Fishponds Hospitals, Bristol Neurosis 
Centre and Bristol Day Hospital). The appointment, which may 
be resident or non-resident, will be held for 1 year in the first 
instance and be renewable for a further year. The post offers 
excellent opportunities for special postgraduate experience in 
psychiatry and for research work for the preparation of a thesis 
for higher qualifications. There are Departments of Electro- 
encephalography, Experimental and Applied Psychology. There 
is a psychiatric library at Barrow Hospital. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, 
should be sent to the Secretary of the Regional Hospital Board, 

Tyndalls Park-road, Bristol, 8, not later than 18th August, 
1956. 
BURTON UPON TRENT GENERAL HOSPITAL. 
JUNIOR HOSPITAL MEDICAL OFFICER (orthopedic) 
required at the above Hospital as from Ist September, 1956. 
Duties include supervision of Casualty House Officer. 

Applications to Group Secretary. 

BURTON UPON TRENT. THE GENERAL HOSPITAL. 
HOUSE SURGEON required at the above Hospital as from 
ist November, 1956. Post recognised for pre-registration 
purposes. 

Apply Group Secretary. : 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. BURY GENERAL HOSPITAL. Applications are invited 
for the post of HOUSE OFFICER in Surgery (pre-registration ), 
now vacant. 

Apply, stating age, experience and names of 2 referees, to— 

VILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 

CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
PITALS. SENIOR HOUSE OFFICER (resident) at Brookfields 
Hospital for Infectious Diseases, Poliomyelitis and Tuberculosis, 
with other work to be arranged at Addenbrooke’s Hospital. 
Appointment for 6 or 12 months from Ist September. 

Applications, stating age, qualifications and experience with 
dates, and copies of 3 testimonials, to Secretary, United Cam- 
bridge Hospitals, Addenbrooke’s Hospital, Cambridge, by 
Ist August, 1956. 

CAMBRIDGE. MATERNITY HOSPITAL. Resident 
OBSTETRICAL OFFICER (second or subsequent post) for 6 
months from Ist October. Recognised Pre-registration Service. 
Recognised for M.R.C.O.G. and D.Obst.R.C.0.G,. examinations. 

Apply, stating age, nationality, qualifications and experience 
with dates, and copies of 3 testimonials, to Secretary, United 
Cambridge Hospitals, Addenbrooke’s Hospital, by llth Augurt. 
Interviews 2Ist August. 

CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
Locum ANAESTHETIC REGISTRAR wanted fer 10 weeks 
from 17th September. 

Applications, giving qualifications and previous experience, 
to Group Secretary at above address. 

CHELMSFORD HOSPITALS. Applications are invited 
for the post of RESIDENT ANAESTHETIST (Senior House 
Officer) to large surgical units, for a period of 12 months. 

Applications, stating age, qualifications and experience, with 
recent testimonials, should be sent to the Secretary, Chelmsford 
Hospital Management Committee, London-road, Chelmsford. 


CHELMSFORD AND ESSEX HOSPITAL. Applications 
are invited for the resident post of CASUALTY OFFICER 
(Senior House Officer). It is recognised for the F.R.C.Ss. and 
offers excellent experience in the treatment of fractures and 
diagnosis of acute medical and surgical emergencies. Oppor- 
tunity is given for Casualty Officer to follow up his cases in the 
wards and to obtain operating experience in major theatre 
under the guidance of the Consultants or the Resident Surgical 
Officer. Off duty time is generous and the post is one likely to 
suit both an officer seeking a higher qualification in surgery or 
one intending General Practice. The vacancy will occur on 
2nd September. 

Apply Secretary, Chelmsford Hospital Management Com- 
mittee, Chelmsford and Essex Hospital, Chelmsford. 
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CHELMSFORD AND ESSEX HOSPITAL. (162 Beds.) 
Applications are invited for the post of RESIDENT HOUSE 
SURGEON (pre-registration post). The post will become vacant 
on 30th August, and offers good surgical experience and is 
recognised for the F.R.C.S. 

Applications, together with 2 recent testimonials, to the 
Secretary, Chelmsford Hospital Management Committee, 
London-road, Chelmsford. 

CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the post of SENIOR REGISTRAR 
to the E.N.T. Department. 

Application forms are available from the Secretary to the 
Board at Cardiff Royal Infirmary, Cardiff, and should be returned 
within 14 days of the appearance of this advertisement. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of REGISTRAR 
in Angesthetics, to commence 15th October. The successful 
candidate will work as a member of the Department of Ans- 
thetics, partly in the teaching hospitals and partly in other 
hospitals in the area. Duties may include undergraduate teaching 
and assisting with research. 

Application forms availiable from the Secretary to the Board, 
at Cardiff Royal Infirmary, Cardiff, and should be returned 
within 14 days of the appearance of this advertisement. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
sepreetens are invited for the post of SURGICAL REGIS- 
TRAR. 

Application forms are available from the Secretary to the 
Board at Cardiff Royal Infirmary, Cardjff, and should be 
returned within 14 days of the appearance of this advertisement. 
CARLISLE. CUMBERLAND INFIRMARY. (336 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (general surgery) for a period of 1 year, at the above 
Hospital. This post is recognised for F.R.C.S. examination. 

Applications, stating age, giving details of education, training 
and experience, together with the names of 2 referees, should be 
sent to the Group Secretary, Cumberland “Infirmary, Carlisle. 
CARLISLE. CUMBERLAND INFIRMARY. (336 Beds.) 
Applications are invited for the appointment of SENIOR 
HOUSE OFFICER (* Specials ’’—i.e., E.N.T. and Eyes). ‘ 

Applications, giving 2 names for re fe rence purposes, should’ be 
sent to the Group Secretary, East Cumberland Hospital Manage- 
ment Committee, Cumberland Infirmary, Carlisle. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (Late 
Botleys Park War Hospital). (430 Beds.) ORTHOPASDIC 
HOUSE SURGEON required from 13th August, 1956. 100 
orthopeedic beds. Senior House Officer or House Officer (Intern 
grade). Post recognised for F.R.C.S. and Pre-registration 
Service. Preference given to provisionally registered candidates. 
Salary in accordance with terms and conditions of National 
Health Service. 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
Chertsey, as soon as possible. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON required 
for 6 months appointment. National salary scale for first, 
second or third posts. Post ap proved for pre-registration practi- 
tioners. Also recognised for F.R.( 7 residents including 
Resident Surgical Officer and 3 ous Surgeons. Vacant 13th 
August, 1956. 

Applications, stating age, experience, qualifications, with 
references or names of referees, to Senior Administrative Officer 
CHICHESTER. ROYAL WEST suseex HOSPITAL. 
(202 acute beds.) SENIOR HOUSE SURGEON (Deputy 
Resident Surgical Officer) required at above Hospital. Post 
recognised for F.R.C.S. Resident staff of 6—Resident Surgical 
Officer, 3 House Surgeons, Resident Medical Officer and House 
Physician. Salary £745 p.a., less residential charge. Vacant 
12th August, 1956. 

Applications, stating age, experience, qualifications, with 
references or names of referees, to Senior Administrative Officer. 
COATBRIDGE, AIRDRIE AND DISTRICT HOSPITALS 
BOARD OF MANAGEMENT. Applications are invited for a post as 
RESIDENT JUNIOR HOSPITAL MEDICAL OFFICER to 
undertake the immediate medical supervision of Lightburn I.D. 
Hospital and Sanatorium, Shettleston, and Coathill Hospital, 
Coatbridge (1.D. and Geriatric patients). The resident accom- 
modation is situated at Lightburn Hospital. The appointment 
is subject to the provisions of the National Health Service 
superannuation scheme, and the salary scale is £775-—#€1075 p.a. 

Applications, stating age and nationality, and giving details 
of training, qualifications, and experience, together with the 
names of 3 referees, should be lodged as soon as possible with the 
Group Secretary, Hairmyres Hospital, East Kilbride. 
CROYDON. MAYDAY HOSPITAL. (611 Beds.) Locum 
Tenens SURGICAL REGISTRAR required at Mayday Hospital 
from 14th August to 17th November, 1956. 

Applications to Group Secretary, Croydon Group Hospital 

Management Committee, General Hospital, London-road, 
Croydon. 
CROYDON. GENERAL HOSPITAL. Clinical Assistant 
required for 1 session weekly in N.T. Department at Gene ral 
Hospital as from Ist October, 1956. Salary £175 p.a., session 
held on Friday morning. 

Applications to G. A. PaInes, Group Secretary, Management 

Committee, General Hospital, Croydon. 
CROYDON GENERAL HOSPITAL. (200 Beds.) Croydon 
GROUP HOSPITAL MANAGEMENT COMMITTEE. SOUTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. SENIOR CASUALTY 
OFFICER (Registrar status), post vacant. Busy department. 
Post recognised for Final F.R.C.S. examination. Accommoda- 
tion may be inspected on application to Hospital Secretary. 

Application forms obtainable from Group Secretary, Hospital 
Management Committee, General Hospital, London-road, 
Croydon, to be returned within 14 days. 
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CROYDON GROUP HOSPITAL MANAGEMENT COM- 


MITTEE. ae WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD cations are invited for appointment of ORTHO- 
PEDIC R uSTRAR Duties involving both orthopedic and 


fracture work. Previous orthopedic experience essential. Post 
vacant 20th October, 1956. 
Application forms from Group Secretary, Management 
Committee, General Hospital, London-road, Croydon. 
(354 


COVENTRY AND WARWICKSHIRE HOSPITAL. 
Beds.) CASUALTY AND ACCIDENT OFFICER (Junior 
Hospital Medical Officer status). Recognised F.R.C.S. Resident. 

Applications to Secretary, Group 20 Hospital Management 
Committee, Coventry and W yorwickshire Hospital, Coventry. 
DERBY. CITY HOSPITAL. House Surgeon (pre-regis- 
tration) or SENIOR HOU SE OFFICER (surgical). The post 
is recognised for the F.R.C.S. Vacant 12th September. 

Apply, stating full details, together with copies of 2 recent 
testimonials, to Medical Superintendent. 
DERBY. DERBYSHIRE HOSPITAL FOR WOMEN 
(60 Beds.) HOUSE SURGEON (pre-registration) or SENIOR 
HOUSE OFFICER (gynecology), vacant 15th September. 
Recognised as ee om post in surgery and for training 
for the M.R.C.O.G. in gynecology only. 

Apply. stating age, experience and T hather pre-registrati o 

idate, with 2 copy testimonials, to Group Secretary, No. 1 

Hospital Management Committee, Babington-lane. Detby. 
DERBY. DERBYSHIRE ROYAL INFIRM Ho 
SURGEON (pre-registration) or SENIOR HOU ‘SE OFFICER 
ierempeciens ), vacant Ist September, 1956. Recognised for 
M.R.C.O.¢ 

‘Applications, stating full 
testimonials, to Secretary. : 
DORKING GENERAL HOSPITAL, Horsham-road, 
DORKING, SURREY. SENIOR HOUSE OFFICER (obstetrics 











details with copies of 2 recent 


and gy neecology ). Re sident post vacant 24th August. Recog- 
nised for D.Obst.R.C.O.( 4 
Apply to the Medical ‘Superintendent (Telephone : Dorking 


3883). 
DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP. BIRMINGHAM REGION. 

The Guest Hospital, Dudley (154 Beds) 

SENIOR HOUSE OFFICER (casualty). Post now vacant. 

SENIOR HOUSE OFFICER (anesthetics). Post now vacant. 

Apply, Group Secretary, Guest Hospital, Dudley. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

(1) SURGICAL REGISTRAR, West Suffolk Genera] Hos- 
pital, Bury St. Edmunds (285 Beds). Duties include work in 
Orthopedic Department. Post recognised for F.R.C.S. 
Furnished — available. Appointment for 1 year, renewable 
for second yea 

(2) ANASST ‘HETIC REGISTRAR, West Suffolk General 
Hospital, Bury St. Edmunds (285 Beds). Post recognised 
for D.A. and F.F.A.R.C.S. Furnished flat available. Appoint- 
ment for 1 year available for second year. 

Candidates invited to visit Hospital by direct arrangement 
with Hospital Management Committee Secretary at the Hospital. 

Applications, stating age, experience and names of 3 referees, 

to Board’s Senior Administrative Medical Officer, 117, Chester- 
ton-roead, Cambridge, by 6th August, 1956. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
REGISTRAR in Obstetrics ane Gynecology, Peter- 
borough Group of hospitals. Unit consists of 73 obstetric beds 
and a busy Gynecological Department. Recognised for 
M.R.C.O.G. in Obstetrics. Appointment for 1 year, renewable 
for second year. Candidates invited to visit hospitals by direct 
arrangement with Hospital Management Committee Secretary, 
Memorial Hospital, Peterborough. 

Applications, stating age, experience and the names of 3 
referees, to Board’s Senior Administrative Medical Officer, 117, 
Chesterton-road, Cambridge, by 6th August, 1956. A 
EXETEH CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD. Applications are invited from registered 
me dic al practitioners in general practice for the appointment of 
CLINICAL ASSISTANT in Pediatrics to undertake 2 weekly 
sessions, 1 at Torbay Hospital, the other at Rosehill C ‘hildren’s 
Hospital, Torquay, under the direction of the Consultant 
Peediatrician. Previous experience in pediatrics is desirable. 
Payment will be at the rate of £175 p.a. per weekly 34-hour 
session. The appointment will be held for 1 year in the first 
instance. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 
27 Ty ndalls Park-road, Bristol, 8, not later than 18th August, 





EDINBURGH. ROYAL VICTORIA HOSPITAL, Comely 
BANK. RESIDENT HOUSE OFFICER (Male or Female) 
required for the above Hospital on Ist October, 1956. Post 
offers good experience in the modern management of tuber- 
culosis and includes work in the 20-Bed unit for tuberculous 
diabetics. The Hospital is a teaching unit linked to the University 
Department of tuberculosis and chest diseases. The post is 
recognisable for pre-registration purposes and would also suit 
anyone studying for higher qualifications. 

Applications to be submitted within 2 weeks of appearance 

of this notice to Secretary, Board’s Office, City el Green- 
bank-drive, Edinburgh. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) Applications are invited for the appointment of 
SENIOR HOUSE OFFICER in Geriatrics. The duties will 
involve the medical treatment and rehabilitation of elderly sick 
in a new and developing department of the Hospital. here 
are facilities for postgraduate study. 

Applications, stating age, qualifications, 
names and addresses of 2 referees, to Group 
lith August, 1956. 


experience and the 
Secretary by 








EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT HOUSE PHYSICIAN for Thoracic 
and Dermatological Departments. Duties to include “‘ taking 


of acute general medical cases.”” 6 months appointment. Post 
vacant 5th September, 1956. 
Applications, stating age, qualifications, experience and 


enclosing copies of up to 3 recent testimonials, to Medical 
Director of noe by 4th August, 1956. 

ENFIELD, MIDDLESEX CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON (pre- a post) 
vacant 22nd September, 1956. Duties with General Surgical 
Unit doing some genito-urinary work. Post vocognised by the 
Royal College of Surgeons. 6 months appointment. 

Applications, with names and addresses of 2 referees, to the 
— Secretary, Enfield Group Hospital Management Com- 
mittee. 

FARNBOROUGH HOSPITAL, Kent. (800 Beds.) Senior 
HOUSE OFFICER in Anesthetics uired o- p, year from 
lst September. d for D.A. and F.F.A.R.C.S. 

Apply, stating age, qualifications with dates, and experience 
and naming 3 referees, to Administrative Officer by 4th August. 
GLASGOW, N.1. STOBHILL GENERAL HOSPITAL. 
Applications are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER in the acute Geriatric Urit (70 Beds—for 
assessment and rehabilitation) supervised by a Consultant 
Physician specialising in geriatrics. The appointment offers 
excellent clinical experience in the diagnosis and treatment of 
acute and other illnesses in the elderly and will be for 2 years in 
the first instance. 

Applications, stating age, qualifications and experience, with 
the names of 2 referees, to be sent to the Medical Superintendent. 
GLOUCESTER. HORTON ROAD AND CONEY HILL 
HOSPITALS. | (1450 Beds.) Applic a invited for the appoint- 
ment of 2 JUNIOR HOSPITA MEDICAL OFFICERS. 
Hospital serves the North lad wn Mn Clinical Area including 
Gloucester, Cheltenham, Stroud and Forest of Dean. h 
admission-rate (800). All modern methods of treatment. New 
units provided for treatment of neurotics and alcoholics. 
Expanding outpatient services, long-stay annexes and social 
clubs. Encouragement and opportunity for study. Salary and 
conditions Whitley Council. Single accommodation available. 
Married accommodation a possibility. 

Applications, with names of 3 referees, to Medical Super- 

intendent within 14 days. 
GREENOCK. RAVENSCRAIG (MENTAL “AND GEN- 
ERAL) HOSPITAL. (472 Beds.) JUNIOR HOSPITAL MEDIC AL 
OFFICER (resident post). Mental and general experience to 
be gained. Hospital is recognised as a training centre for the 
D.P.M. examination. 

Applications, in writing, to the 

as soon as possible. 
GRIMSBY. GENERAL HOSPITAL. (Recognised for 
training for F.F.A.R.C.S.) | SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time NON-RESIDENT or RESIDENT (single 
accommodation only) REGISTRAR (anesthetics) required. 
Appointment for 1 year in first instance. 

Apply to Segretary. Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 6th August, 1956, giving age, 
nationality, qualifications, present end previous appointments 
with dates, naming 3 referees. 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(233 Beds.) RESIDENT HOUSE SURGEON required for 
general surgery. Post is vacant on 27th August and tenable for 
6 months. It is approved for pre-registration practitioners and 
recognised for the F.R.C.S. examination. 

Applications, with copies of 3 testimonials, should be sent to 

the Hospital Secretary as soon as possible. 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(233 Beds.) HOUSE SURGEON required to Orthopedic and 
Traumatic Unit. The post is tenable for six months from 17th 
September? is recognised for the F.R.C.S. examination, and is 
open to pre-registretion candidates. The unit deals with many 
traumatic cases. 

Applications, with copies of 3 testimonials, should be sent to 
the Hospital Secre aes os soon as possible. 

HASTINGS. ROY EAST SUSSEX HOSPITAL. (750 
Beds.) SENIOR MOUSE OFFICER (casualty and orthopedic). 
Post vacant 20th August, 1956. 

Apply to Hospital Administrator. wert 
HILLINGDON HOSPITAL, near Uxbridge, ~ Middlesex. 
(General—621 Beds.) PACDIATRIC HOUSE PHYSICIAN 
(resident), duties include experience in the General Children’s 
Medical Ward, Neonatal! Unit and pediatric outpatient clinics. 
Post vacant early September and recognised for D.C.H. Appli- 
cations accepted from registered and pre-registration practi- 
tioners 

Apply, stating age, qualifications, nationality and experience, 
with copies of not more than 3 recent testimonials, to Medical 
Director by 7th August. 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
Applications are invited for the post of RESIDENT HOUSE 
SURGEON, vacant 24th August, 1956. Recognised as pre- 
registration post and for F.R.C.S. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to 
be sent to the Medical Administrator as soon as possible. 
HUDDERSFIELD ROYAL INFIRMARY (285 8.) 
Applications are invited for the post of CASUALTY OFFIC oi 
The post, which is resident, is graded Junior Hospital Medical 
Officer and is recognised under the Fellowship regulations. Duties 
terminate at 7 P.M. daily with 1 night weekly on call. 

Applications for the appointment, which will be vacant on 
Ist September, 1956, should be accompanied by copies of 3 
recent testimonials and addressed to— 

H. J. JOHNSON, Group Secretary. 

The Royal Infirmary, Huddersfield. 
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HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required for the above Hospital from 20th 
August, 1956. Registration or pre-registration post. 6-monthly 
term. Recognised for the D.C.H. qualification. Salary according 
to national scale. 

Replies, with testimonials, should be sent to the Hospital 

Secretary. 
HULL A GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER in the E.N.T. Department of the Victoria 
Hospital for Sick Children and the Hull Royal Infirmary. The 
post which will become vacant on 23rd August, 1956, is recog- 
nised for the F.R.C.S. and D.L.O 

Applications, with testimonials, should be sent to the Secre- 
tary, Victoria Hospital for Sick Children. Park-street, Hull. 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical), now 
vacant. Post recognised for pre-registration purposes. 

Apply, with full particulars and names of 2 referees, to 

Secretary, County Hospital, Huntingdon. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for the 
appointment of HOUSE SURGEON (general) (first, second, or 
third post). To commence immediately. Pre-registration 
post ; recognised under F.R.C.S. regulations. 

Applications to Group Secretary, Hertford Group Hospital 
Management Committee, Hertford County Hospital, Hertford, 
Herts. 

HOLT, NORFOLK. KELLING 
DEPARTMENT OF THORACIC SURGERY. 
for the following oot 

(1) Locum JUNI OR HOSPITAL 

(minimum of 4 months). 

(2) SENIOR HOUSE OFFICER. 
This Hospital (180 Beds) deals with tuberculous and non- 
tuberculous chest conditions and offers excellent experience 
in chest medicine and thoracic surgery. 

Applications stating age, sex, qualifications, nationality 
and experience, together with names of 2 referees, to the Group 
Secretary, Cromer Area Hospital Management Committee, 
Cliff-avenue, Cromer, Norfolk, who will be pleased to supply 
any other information concerning the appointments. 
IPSWICH AND EAST SUFFOLK HOSPITAL, Heath 
ROAD WING, IPSWICH. (274 Beds.) Applications invited for 
the post of HOUSE PHYSICIAN (pre-registration), vacant 
Ist September, 1956. 

Detailed applications, with copies of 3 recent testimonials, 
to Hospital Secretary 
IPSWICH AND EAST SUFFOLK HOSPITAL, Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post of 
SENIOR HOUSE OFFICER (Resident Anesthetist). The post, 
which becomes vacant on 20th August, 1956, and is normally of 
1 years duration, is recognised for the D.A. and the F.F.A.R.C.s 
examinations. 

Applications, stating age and nationality, together with recent 

testimonials, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment. Approved pre-registration post. 

Applications, with copies of recent testimonials, to the Hospital 

Secretary. 
KIRKCALDY GENERAL HOSPITAL, Fife. 2 House 
OFFICERS required as at Ist October, 1956. The Hospital 
has 74 general surgical and orthopaedic beds and a busy Casualty 
and Outpatient Department. Ths posts qualify for pre-registra- 
tion. Salary in accordance with national scale. 

Apply, with copies of 2 recent testimonials, te the Medical! 

Superintendent, East Fife Hoenitals Board of Management, 
243a, High-street, Kirkcaldy. 
LANCASTER. BEAUMONT HOSPITAL, Slyne-road. 
PA. DIATRIC REGISTRAR (resident). Previous peediatric 
experience essential. Duties include experience in children’s 
medical ward, in Neonatal Unit, and pediatric outpatient 
clinics. Unit recognised for D.C. Candidates may visit 
Hospital by direct appointment. 

Applications, together with names of 2 referees, to Group 
Secretary, Royal Lancaster Infirmary, Lancaster. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(240 Beds.) RESIDENT HOUSE OFFICER (medical), pre- 
registration post. Duties include care of acute cases under the 
supervision of 2 Consultant Physicians and attendance at Con- 
sultative Clinics. Post vacant now ; tenable for 6 months. 

Applications, with names of 2 referees, to Secretary, Royal 

Lancaster Infirmary, Lancaster. 
LANCASTER MVOR HYUSPITAL, Lancaster. (Regional 
MENTAL HOSPITAL.) Applications invited for post of SENIOR 
HOUSE OFFICER (resident). Board and residence for 
unmarried applicant available for which a charge of £140—£160 
p.a. is made. Hospital, which has 2700 Beds, serves North 
Lancashire, Westmorland, and parts of the West Riding of 
Yorkshire, and has an admission-rate of almost 800 of which 
80 are voluntary All modern forms of treatment are carried 
out. Facilities afforded to attend D.P.M. course. Salary accord- 
ing to national terms and conditions of service. 

Apply Medical Superintendent. 

LEICESTER ROYAL INFIRMARY (492 Beds), and 
GENERAL HOSPITAL (454 Beds). SHEFFIELD REGIONAL HOSPITAL 
BOARD. 2 Whole-time NON-RESIDENT MEDICAL REGISs- 
rTRARS required. The posts are interchangeaLie, 1 year being 
spent at cach Hospital. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 6th August, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
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LEICESTER ROYAL INFIRMARY (492 Beds), and 
GENERAL HOSPITAL (454 Beds). SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time NON-RESIDENT REGISTRAR (ortho- 
peedics) required. Appointment for 1 year in first instance, 
Leicester General Hospital (72 orthopedic beds), Leicester Royal 
Infirmary (54 orthopedic beds). 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 6th August, 1956, giving age, 
nationality, qualifications present and previous appointments 
with dates, naming 3 referees. 

LEEDS, 7. CHAPEL ALLERTON HOSTrITAL. (281 
Beds. ) SENIOR HOUSE OFFICER (medical) required. 
National Health Service terms and conditions. 

Application forms obtainable from Medical Superintendent. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (197 Beds.) CASUALTY OFFICER (Senior House 
Officer), Male or Female, resident or non-resident. Post vacant 
22nd August, 1956, and suitable for one reading for higher 
qualifications, being recognised for F.R.C.S., affording contact 
with all Specialist Units in the Hospital. 

Applications, with names and addresses of 3 referees, to 

Hospital Secretary. 
LINCOLN COUNTY HOSPITAL. (200 Beds.) Applica- 
tions are invited from eee candidates for an appoint- 
ment as HOUSE PHYSICIAN for 6 months to be followed, if 
satisfactory, by an appointment as House Surgeon for a further 
6 months. 

Apply, giving full particulars, to— 

R. W. Howick, Group Secretary. 
LINCOLN COUNTY HOSPITAL. (200 Beds.) Applica- 
tions are invited from pre-registration candidates for an appoint- 
ment as HOUSE SURGEON for 6 months to be followed, if 
sotieinesery, by an appointment as House Physician for a further 
months. 

Apply, giving full particulars, to— 

R. W. Howick, Group Secretary. 
LINCOLN COUNTY HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE OFFICER in I end 
which is now vacant. The post is recognised for F.R.C. 

Apply, with full particulars and references, to the’ Group 

Secretary, County Hospital, Lincoln. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
ROYAL LIVERPOOL CHILDREN’S HOSPITAL. Applications are 
invited for a post as SENIOR CASUALTY OFFICER (Senior 
House Officer grade) for the period to 3lst March, 1957. The 
person appointed may be resident or non-resident. 

Apply by llth August, 1956, on form obtainable from the 

Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. , 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
ST. PAUL'S EYE HOSPITAL. Applications are invited for a post of 
REGISTRAR in Ophthalmology for the year beginning Ist 
October, 1956. Annual reappointment thereafter until com- 
pletion of the normal period of training will be considered without 
need for further application. 

Apply by llth August, 1956, on form obtainable from the 

Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bed- 
FORDSHIRE. (250 Beds.) NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Whole-time SURGICA REGISTRAR 
required Ist September, 1956, at the above Hospital. The 
post is recognised for F.R.C.8. The Hospital may be visited by 
direct appointment. 

Application forms obtainable from the Secretary, Luton and 
Hitchin Group Hospital Management Committee, St. Mary’s 
Hospital, Luton, Beds, and returnable by 17th August, 1956. 


MANCHESTER (near). ALTRINCHAM GENERAL 
HOSPITAL. ASSISTANT SENIOR SURGICAL OFFICER 
(Junior Hospital Medical Officer grade). Applications are invited 
for this post in a hospital of 130 acute beds with a busy Casualty 
Department. The appointee would be required to exercise 
control of this department and also to assist Resident Surgical 
Officer with the general surgical work of the Hospital. The post 
offers excellent opportunities of practical experience and post- 
graduate study to suitably qualified candidates and particularly 
those studying for higher surgical qualifications. 

Applications, with names of 2 referees, to Group Secretary, 
North and Mid-Cheshire Hos] sital Management Committee, 
Sinderland-road, Altrincham. 

MANCHESTER, 4. ANCOATS HOSPITAL. Applications 
are invited for the resident post of SENIOR HOUSE OFFICER 
in Surgery. Recognised for F.R:C.S 

Applications, with full details and names of 2 referees, by 

13th August, 1956, to Group Secretary, North Manchester 
Hospital Management Committee, Crumpsall Hospital, Man- 
chester, 8. 
MANCHESTER, 4. ANCOATS HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER in 
Surgery to act as Assistant Resident Surgical Officer, and for 
duties in the Department of Orthopadic Surgery... Recognised 
for F.R.C.S. Vaéant 6th September, 1956. 

Applications, with full details and names of 2 referees, by 
13th August, 1956, to Group Secretary, North Manchester 
Hospital Management Committee, Crumpsall Hospital, Man- 
chester, Ss. 





MANCHESTER. BOOTH HALL CHILDREN‘S HOS- 
PITAL, BLACKLEY, MANCHESTER, 9. There are vacancies for 2 
SENIOR HOUSE OFFICERS (surgical), 1 with duties mainly 
on general surgery and 1 with — mainly on orthopedics. 
These posts are recognised for the D.C.H. and tenure of a surgical 
post allows of preferment to the medic al ‘side later if desired. 
Applications, with the usual particulars and copies of 2 
recent testimonials, to the Medical Superintendent as soon as 


possible. 
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MANCHESTER REGIONAL HOSPITAL BOARD invites 


applications for the post of REGISTRAR in Pathology. 
The duties will be with the Stockport and Buxton Hospital 
Management Committee and the successful candidate will 


direction of the Consultant Group Pathologist. 
Diploma in Pathology. 

experience, and qualifications, 
to be addressed to the 


work under the 
The post is recognised for the 

Applications, stating age 
together with copies of 2 testimonials, 
Group Secretary, Stockport and Buxton Hospital Manage- 
ment Committee, 59B, Shaw-heath, Stockport, Cheshire. 
MANCHESTER REGIONAL HOSPITAL BOARD. Bury 
AND ROSSENDALE HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for REGISTRAR in Surgery at Bury General 
Hospital, the post falling vacant at the end of August. Post 
recognised for F.R.C.S. 

Applications, together with the names of 2 referees, should 
be sent to WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 
MANCHESTER REGIONAL HOSPITAL BOARD. Salford 
HOSPITAL MANAGEMENT COMMITTEE. Applications invited for 
post of NON-RESIDENT REGISTRAR to the Neurosurgical 
Department at Salford Royal and the Royal Manchester 
Children’s Hospitals. In addition to adult work, the post offers 
exceptional opportunities for experience in pediatric neuro- 
surgery. 

Applications, 
to be sent to 
Salford, 3, not 
advertisement. 


together with names and addresses of 2 referees, 
Group Secretary, Salford Royal Hospital, 
later than 7 days from the appearance of this 


MANCHESTER. CRUMPSALL HOSPITAL. Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
in Medicine. Vacant 27th September, 1956. 

Applications, with full details and names of 2 referees, by 
13th August, 1956, to Group Secretary, North Manchester 
Hospital Management Committee, Crumpsall Hospital, Man- 
chester, 8. 

MANCHESTER. SOUTH MANCHESTER HOSPITAL 


MANAGEMENT COMMITTEE. Applications are invited for the post 
of SENIOR HOUSE OFFICER (anesthetics) with duties in 
the South Manchester Group. This post is recognised by the 
toyal College of Surgeons for the F.F.A.R.C.S. and for the D.A. 


Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded immediately to 
the Group Secretary. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 


MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. RESIDENT 
CASUALTY OFFICER (Registrar or Senior House Officer 
grade) to commence as soon as possible. Whole-time post for 


12 months. Surgical experience essential. Residence £155 p.a. 

Application to be made on form obtainable from the under- 
signed and to be returned not later than 8th August, 1956. 

G. H. TAYLOR, Secretary. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER (peedi- 
atrics) in the Obstetric Unit at Withington Hospital (over 2000 
cases annually) with some peediatric duties at other hospitals in 
the group. 

Applications, stating age, 
names of 2 referees, to the Group Sex 
Manchester, 20. 

NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

NEUROSURGIC REGISTRAR (resident or non-resident ), 
Oldchurch Hospital, Romford, Essex. Department offers 
excellent opportunities for training and experience. 

REGISTRAR in Infectious Diseases and General 
(resident or non-resident), Rush Green Hospital, Romford, 
Essex. Regional Polio Unit (30 Beds) and approximately 10 
medical beds. Excellent experience in wide variety of positive 
and negative pressure apparatus. go sated visit the 
Hospital by appointment (Tel. Romford 771 

Appointments subject to review after 1 Bag 

Application forms from Secretary, 114, Portland-place, 
to be returned by llth August. 


NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Locum SENIOR MEDICAL REGISTRAR required immediately 
until a permanent appointment is made. Salary £24 per week in 
accordance with terms and conditions of service cf hospital 
medical staff. Membership of a Medical Defence Society is a 
condition of appointment. 

Applications, stating age, qualifications and experience, 
together with names of 2 referees, to Secretary, Hospital Manage- 
ment Committee, St. Stephen’s-road, Norwich. 


NORWICH. UNITED NORWICH HOSPITALS. Locum 
MEDICAL REGISTRAR required immediately until a per- 
manent appointment is made. Ward duties at West Norwich 
Hospital and Norwich Isolation Hospital and outpatient clinics 
at Norfolk and Norwich Hospital. Post provides wide experience 
in general medicine. Salary £17 10s. per week in accordance 
with terms and conditions of service of hospital medical staff. 
Membership of a Medical Defence Society is a condition of 
appointment. 

Applications, stating age, qualifications 
together with names of 2 refere es, to Secretary, 
ment Committee, St. Stephen’s- road, Norwich. 


NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
to the Department of Thoracic Surgery. Post vacant Ist 
October, 1956. Salary £745 p.a., less £150 p.a. for residential 
emoluments. The appointment will be for 1 year. 

Applications, stating age, nationality, qualifications and 
experience, together with copie s of not more than 3 testimonials, 
to be submitted immediately to the Hospital Secretary, City 
Hospital, Hucknall-road, Nottingham. 


experience, and the 


nationality, 
Withington Hospital, 


retary, 


‘AL 


Medicine 


W.i, 


and experience, 
Hospital Manage- 








NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Appli- 
cations are invited for the post of HOUSE PHYSICIAN, vacant 
Ist September, 1956. Recognised for pre-registration purposes. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent immediately to the Hospital Secretary, City Hospital, 
Hucknall-road, Nottingham. 
NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Appli- 
cations are invited for the post eof SENIOR HOUSE OFFICER 
(general surgery) vacant 12th September, 1956. The post is 
approved for the F.R.C.S. The officer appointed will also be 
required to undertake certain duties in the Orthopedic Depart- 
ment. A deduction of £150 p.a. will be made for residential 
emoluments. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. 

NOTTINGHAM GENERAL HOSPITAL. E.N.T. Depart- 
MENT. A SENIOR HOUSE OFFICER (E.N.T.) required at 
above Hospital. This post is recognised for the D.L.O. and 


F.R.C.S. examinations. Salary and conditions of service in 
accordance with Ministry regulations. Duties to commence 
about Ist September. 

Applications, stating age, qualifications and experience, 


together with copies of testimonials, to be sent to Group 
Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Senior House 
OFFICER (anesthetics) required as soon as possible. The post 
is recognised for the D.A., and the F.F.A.R.C.S. This is a busy 
general hospital giving experience in all branches of surgery. 

Applications, stating age, nationality, qualifications and 
éxperience, together with copies of testimonials, to be sent 
to the Group Secretary. 

NOTTINGHAM. HIGHBURY HOSPITAL. Applications 
are invited for SENIOR HOUSE OFFICER (Obstetrical and 
Gynecological Department ; 41 obstetric beds, 11 gynecological 
beds, and a small block for puerperal pyrexia). Duties to com- 
mence as soon as possible. The Hospital is recognised for the 
M.R.C.0.G. (obstetrics only). Previous obstetrics experience 
required. 

Applications, stating age, qualifications, experience and 
nationality, together with copies of recent testimonials, to be 
sent to the Group Secretary, General Hospital, Nottingham. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regional 
BLOOD TRANSFUSION SERVICE. MEDICAL OFFICER (Junior 
Hospital Medical Officer grade), whole-time. Regional Centre 
will shortly move to new Institute of Pathology. Special 
interest or experience in serology desired but not essential. 
Appointee will have duties in the laboratory and at donor blood 
collecting sessions. 

Applications, with names anc addresses of 3 referees, to Senior 
Administrative Medical Officer, Walker Gate Hospital, Benfield- 
road, Newcastle upon Tyne, 6, within 14 days. 

NEWPORT, MONMOUTHSHIRE. ROYAL 7: hoe 
HOSPITAL. (260 Beds. Recognised D.L.O.) JUNIOR HOS- 
PITAL MEDICAL OFFICER or SENIOR HOUSE OFFICER 
(E.N.T. and eyes) required. Resident. Post covers 23 E.N.T 
and 8 eye beds. National salary scale, less £125 board-residence. 

Write, quoting 2 referees, to Group Secretary, 64, Cardiff- 

road, Newport, Mon. 
NEWMARKET GENERAL HOSPITAL, Suffolk. Applica- 
tions are invited for the post of HOUSE SURGEON, now 
vacart. Duties include surgical house charge of general surgical 
C.N.T Post resident and available for 6 months, recognised 
for pre-registration. 


Applications, with copies of 3 testimonials, to the Medical 
Superintendent. 
ORPINGTON HOSPITAL, Orpington, Kent. Senior 
HOUSE OFFICER ANAESTHETIST required. Resident. 


Male or Female. Post vacant from Ist September, 1956. Recog- 
nised for D.A. 

Applications, with copies of 2 re« ant testimonials, to Physician- 
Superinte ndent by 8th August, 1956. 


OXFORD. UNITED OXFORD HOSPITALS. Appli- 
cations are invited for the post of HOUSE SURGEON in the 
Thoracic Surgery Unit at the Churchill Hospital, to commence as 
near as possible to Ist August, for 6 months. 
Applications, stating age, qualifications and 
together with names of 2 referees, to Administrative 
Radcliffe Infirmary, Oxford, as soon as possible. 


experience, 
Assistant 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. 

SENIOR HOUSE OFFICER in ee eee Ist 
October, 1956. Recognised for the D.A. and F.F.A.R.C.S. The 


aa will be for a period of 12 months. 
NIOR HOUSE OFFICER in wy 4 vacant Ist Sept- 
1956. Recognised for the F.R.C.S., for the Central 
Casualty Department. 
Applications, stating age, 
experience, with names of 3 referees, to be sent to 
ARTHUR R. CasH, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 


7, Nelson-gardens, Stoke, Plymouth. 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post, vacant 18th 
August, 1956, of OBSTETRIC AND GYNASCOLOGICAL 
REGISTRAR for the Portsmouth Group of hospitals. Recog- 
nised for M.R.C.0.G. and D.Obst.R.C.0.G. 

Forms of application may be obtained from the Group 
Secretary, Portsmouth Group Hospital Management Committee, 
35, Grove-road South, Southsea, which should be returned to 
him duly completed on or before 6th August, 1956. Candidates 


e anes, 


nationality, qualifications and 


may visit the hospitals by arrangement with the Group Secretary. 
ee 
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PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 
ueen Alexandra Hospital 
SENIOR HOUSE OFFICER for Gynecological Department 
(39 Beds), vacant now. Recognised for M.R.C.0.G. 
— en Hospital (Orthopedic Department 
04 Beds) 
HOUSE OFFICER (pre-registration), vacant now. 
Saint Mary’s Hospital (130 surgical beds) 
HOt SE SURGEONS (pre-registration). Posts vacant now. 
Saint Mary’s Hospital (74 medical beds) 
— SE PHYSICIAN (pre-registration), vacant 13th August, 
956. 
Royal Portsmouth Hospital (65 medical beds) 
* SE PHYSICIAN (pre-registration), vacant 17th August, 
956. 

Applications, stating age, experience, and qualifications 
together with names of 2 referees, should be forwarded as soon 
as possible to E. H. Hurst. 

35, Grove-road South, Southsea. 


ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds. ) RESIDENT HOUSE PHYSICIAN required from 
6th September, 1956. This Hospital provides for acute medical 
and surgical patients in addition to a limited number of fever 
cases. The post, which is also open to pre-registration candi- 
dates, offers good opportunities for gaining experience in both 
general medicine and fever. 

Applications should be addressed immediately to Medical 

Superintendent stating also names of 2 referees. 
READING AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER for E.N.T. 
Department, Royal Berkshire Hospital, Reading (40 Beds). 
Post recognised for D.L.O. 

Applications, stating age, nationality, experience and 

qualifications, together with names of 2 referees, should be 
sent to Group Secretary, 3, Craven-road, Reading. 
READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
JUNIOR HOSPITAL MEDICAL OFFICER in the Area 
Department of Diseases of the Chest, for dufy in the Reading 
Chest Clinic. The post offers wide experience in both tuber- 
culous and non-tuberculous chest diseases and duties will include 
attendance at Prospect Park Hospital, Reading, and Peppard 
Chest Hospital, Henley. Fac ilities are available for postgraduate 
studies. Salary within the scale £775—£1075 p.a. 

Applications, stating age and qualifications, together with 

names of 3 referees, should be sent to the Group Secretary, 
3, Craven-road, Reading. 
READING AREA DEPARTMENT OF MEDICINE. 
Applications are invited from provisionally registered medical 
practitioners for 3 posts as RESIDENT HOUSE PHYSICIAN 
all vacant Ist September, 1956, for a period of 6 months. Success- 
ful opeeeoet will be required to carry out duties at the following 
Reading Hospitals : Royal Berkshire (399 Beds), Battle (301 
Beds), Prospect Park (104 Beds). 

Write before 3lst July, stating age, qualifications with dates, 
nationality, present post with copy of a recent testimonial, 
to the Secretary, Royal Berkshire Hospital, Reading. 
READING. BATTLE HOSPITAL. (391 Beds.) Applica- 
tions are invited from registered medical practitioners for post 
of RESIDENT JUNIOR HOUSE SURGEON in the Area 
Accident and Orthopedic Department, vacant ist August, 1956. 
¥.R.C.S. recognised. Also casualty duties. Salary £425-£525 p.a., 
less £125 board-residence 

Apply, stating age, qualifications with dates, nationality, 
present post with 1 copy of recent testimonial, to Hospital 
Secretary. 

READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNAZCOLOGY. (100 Beds.) Applications are 
invited from registered medical practitioners, Male and Female, 
for resident appointment of GYNASCOLOGICAL HOUSE 
SURGEON at the Royal Berkshire Hospital, vacant imme- 
diately and tenable for 6 months. Post recognised for M.R.C.O.G. 

Write, stating age and qualifications with dates, nationality, 

and present appointment, with a copy of 1 recent testimonial, to 
the Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (399 
Beds.) Applications are invited from provisionally registered 
medical practitioners, Male and Female, for resident post of 
HOUSE SURGEON, vacant 21st August, 1956, and tenable for 
6 months. 

Write before 10th August, stating age, qualifications with 

dates, nationality, present post with copy of 1 recent testi- 
monial, to the Secretary. 
RICHMOND, SURREY. ROYAL HOSPITAL. (Acute 
General Hospital—121 Beds.) Locum RESIDENT SURGICAL 
REGISTRAR required over period 3rd—20th September, 1956, 
inclusive. 

Apply to Administrative Officer. 

ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEONS required at Rochdale 
Infirmary, late August. Pre-registration candidates eligible for 
these posts which are recognised for 6 months F.R.C.S. experi- 
ence 

Apply at once to Group Secretary, Central Offices, Birch Hill 

Hospital, Rochdale. 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appointment 
of RESIDENT CLINICAL PATHOLOGIST (Senior House 
Officer grade) in the Department of Pathology of the Rochdale 
Group of hospitals, vacant early October. The duties will 
consist mainly of clinical pathology, also general and emergency 
work and supervision of the blood banks. Previous pathology 
experience is not essential. 

Applications, with names and addresses of 2 referees, to Group 
Secretary, Central Offices, Birch Hill Hospital, Rochdale, at once. 
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ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. BIRCH HILL HOSPITAL. HOUSE OFFICER 
(obstetrics and gynecology) post vacant late August. Pre- 
registration post of 6 months duration. tecognised for 
D.Obst.R.C.0.G. 

Apply to Group Secretary, Central Offices, Birch Hill Hospital, 
Rochdale, at once. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (622 Beds.) 
Required, SENIOR HOUSE OFFICER (medical). Post resident 
and tenable for 1 year, commencing 3rd September, 1956, for 
duties in a modern general hospital. 

spots ations, &c., to reach the unde a?7~ by 4th August, 
956. J. C. FIe.p, Secretary. 

General Hospital, Rochford, Essex. 


ROCHFORD, ESSEX. GENERAL HOSPITAL. Applica- 
tions are invited for the appointment of SENIOR HOUSE 
OFFICER (surgery). Post recognised for F.R.C.S. and is 
resident. Post vacant approximately mid-August. 

Applications, stating age, &c., to reach the undersigned by 
4th August. J. C. FIELD, Secretary. 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
ROARD. Applications are invited for the whole-time post of 
SENIOR REGISTRAR in Psychiatry at Craig Dunain Hospital, 
Inverness. Married quarters av ailable. 

Forms of application and further particulars may be obtained 
from the undersigned, with whom applications should be lodged 
by 20th August, 1956. A. M. FRASER, M.D., 

Secretary and Administratiye Me dical Officer. 

Office of the Northern Regional Hospital Board, 

Raigmore, Inverness. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
a REGISTRAR in Orthopedic Surgery to the West Fife Group 
of hospitals, based on the Dunfermline and West Fife Hospital. 

Applications, giving particulars of age, qualifications and 

previous experience, together with the names of 2 referees, 
should be sent to the Secretary, South-Eastern Kegional Hos- 
pital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, 
by 18th August. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment 
of a REGISTRAR at Bangour Mental Hospital, Broxburn, 
West Lothian. During the tenure of the post opportunities for 
interchange of duty and training at other centres in the Region 
may be available under the joint training scheme of the South- 
Eastern Regional Hospital Board and the Department of 
Psychological Medicine of the University of Edinburgh. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 2 referees, 
should be sent to the Secretary, South-Eastern Regional Hos- 
pital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, 
by 18th August. om 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment 
of a REGISTRAR at Stratheden Mental Hospital, Cupar, Fife. 
During the tenure of the post opportunities for interchange 
of duty and training at other centres in the Region may be 
available under the joint training scheme of the South- Eastern 
Regional Hospital Board and the Department of Psyc hological 
Medicine of the University of Edinburgh. A residence is 
available. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 2 referees, 
should be sent to the Secretary, South-Eastern Regional Hos- 
pital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, 


by 18th August. 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applic ations are invited for the post of SENIOR 
REGISTRAR in Anesthetics on the staffs of the Aberdeen 
General Hospitals and the Aberdeen Special Hospitals. Candi- 
dates preferably should hold a higher qualification in ansesthetics. 
Salary is within the scale of £1100—£1400 p.a. Terms and condi- 
tions are as laid down for hospital medical and dental staffs 
(Scotland ). 
Applic ations, together with the names of 2 referees, should be 

lodged by 25th August, 1956, with the Secretary, 1, Alb yn-place, 
Aberdeen, ‘from whom further particulars may be obtained. 


SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in Psychiatry—main duties at Kingseat Hospital 
under the Board of Management for the Aberdeen Mental 
Hospitals. Candidates should have experience in their specialty 
and preferably hold an appropriate higher qualification. 
Applications, giving 2 names for reference, —_ be sub- 
mitted by 25th August, 1956, to the Secretary, 1, Alb eee 
Aberdeen, from whom further particulars may ‘be obtaine 


SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. ARBROATH INFIRMARY. General Surgery. Applications 
are invited for the post of SENIOR REGISTRAR in General 
Surgery at Arbroath Infirmary (105 Beds—40 general surgical). 
This is a “ transitional ” post and a higher surgical qualification 
and previous experience are essential. Salary £1400 p.a. Modern 
house available to rent if required. 

Further particulars and forms of application from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom appli- 
cations must be lodged not later than 18th August, 1956. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. MARYFIELD HOSPITAL, DUNDEE. General Medicine. 
Applications are invited for an appointment as REGISTRAR 
in the Unit of the Professor of Medicine at Maryfield Hospital, 
Dundee, a general teaching hospital of 370 Beds associated with 
the University of St. Andrews. Salary and conditions of service 
in accordance with national agreement. 

Forms of application and further particulars from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom 
applications must be lodged not later than 11th August, 1956. 
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SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Anesthetics. DUNDEE TEACHING HOSPITALS. Appli- 
cations are invited for a post as SENIOR REGISTRAR in 
Anesthetics at the Dundee Teaching Hospitals—Dundee Royal 
Infirmary (510 Beds) and Maryfield Hospital (360 Beds), the 
main general teaching hospitals associated with the University of 
St. Andrews. Salary and conditions of service in accordance 
with national agreement. 

Forms of applic ation and further particulars from the Secretary 
to the Board, ‘“‘ Braeknowe,” 430, Blackness-road, Dundee, with 
——- applications must be lodged not later than 11th August, 

956. 

SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Cardiology. DUNDEE TEACHING HOSPITALS. Applications 
are invited for the post of SENIOR REGISTRAR in ¢ ‘ardiology 
in the Units under the charge of the Professor of Medicine in the 
University of St. Andrews at Dundee Royal Infirmary (510 Beds) 
and Maryfield Hospital, Dundee (360 Beds), the main general 
teaching hospitals associated with the University. Higher 
qualifications and previous e xperience in c ardiology essential. 
Salary and conditions of service in accordance with national 
agreement. 

Further particulars and forms of application from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom appli- 
cations must be lodged not later than llth August, 1956. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance :— 

SENIOR REGISTRAR in Psychiatry based at the Southern 
General Hospital, Glasgow. 
po towel — AR in Pathology based at the Victoria Infirmary, 


Mental 





asgo 
REGISTRAR in Psychiatry based at Riccartsbar 

Hospital, Paisley. 
REGISTRAR in Gynecology 
Royal Infirmary, Greenock 

These appointments are subject to the National 
Service (Scotland) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, C.2, by 11th August, 1956. 
SHREWSBURY. CROSS HOUSES HOSPITAL. (34 
maternity beds.) OBSTETRIC HOUSE SURGEON (pre-regis- 
tration post), vacant 12th August, 1956. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the following posts :— 

(a) ANAESTHETIC REGISTRAR. Post vacant Ist Nov- 
ember, 1956. The successful candidate will be required to work 
in any of the Units of The United Sheffield Hospitals. 

Closing date for applications 11th August, 1956. 

(6) RESIDENT SENIOR HOUSE OFFICER (gynecology) 
~ the Jessop Hospital for Women. Post vacant Ist October, 

r€ a 

Applications to be sent immediately. 

Applications for the above posts should 
3 referees and be sent to :— 

For post (a) The Chief Administrative Officer, The United 
Sheffield Hospitals, West-street, Sheffield, 1. 

For post (6) The Superintendent, Jessop Hospital for Women, 

Leavygreave-road, Sheffield, 3. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR REGISTRAR in Psychiatry required for Middle- 
wood Hospital, Sheffield (2098 Beds). D.P.M. essential. House 
available. Appointment for 1 year in the first instance, review- 
able annually. Opportunity for research and experience in the 
special branches of psychiatry available in the Hospital area. 

Application forms and further details obtained from Senior 


based at the 


Health 


and Surgery 





give the names of 


Administrative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield. Forms to be returned by 
6th August, 1956. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR in Children’s 
Psychiatry required. The post, intended to give experience 
with a view to specialising in children’s psychiatry, is attached 
to the Mapperley Hospital, Nottingham, but is integrated with 
the child-guidance clinics of the Nottingham C ity and County 
Councils. D.P.M. essential. Appointment for 1 year in first 
instance, reviewable annually. 

Application forms and further details from Senior Administra- 
Board, Old 


tive Medical Officer, Sheffield Regional Hospital 
a ood-road, Sheffield. Forms to be returned by 18th August, 
195 


SHEFFIELD REGIONAL HOSPITAL BOARD. Sheffield 
NATIONAL CENTRE FOR RADIOTHERAPY. Whole-time NON- 
RESIDENT SENIOR REGISTRAR required. Candidates 
should possess the Diploma in Radiotherapy or a_ higher 
qualification in medicine or surgery. Duties mainly in Sheffield 
but there may be occasional duties at associated centres in the 


region. Appointment for 1 year in first instance, reviewable 
annually. 
Apply to Secretary, Sheffield Regional Hospital Board, 


Old _- 1 road, Sheffield, by 18th August, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requiresa Whole-time Resident Locum REGISTRAR 
in Obstetrics and Gynecology for the West Dorset Group of 
hospitals immediately for approximately 2 months. The main 
duties will be in Weymouth and Dorchester. The appointment 
will be in accordance with the terms and conditions of service of 
hospital medical staff. 

Applications, stating age, qualifications and experience and 
the names and addresses of 3 referees, to the Area Secretary, 
Highcroft, Romsey-road, Winchester, by 6th August, 1956. 








SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time SENIOR REGISTRAR in Psychiatry for duty at 
St. Francis Hospital, Haywards Heath, Sussex, and in the 
mental observation ward of the Brighton General Hospital. 
Candidates should possess an appropriate higher qualification 
and have had adequate experience in general medicine. The 
appointment, which is renewable annually, will be in accordance 
with the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will commence on Ist 
October, 1956. 

Applications, giving particulars of age, education, qualifica- 

tions and experience with relevant dates, together with the 
names and addresses of 3 referees, should be sent to the Secretary, 
Registrars a. South East Metropolitan Regional 
Hospital Board, ll, Portland-place, London, W.1, not later than 
lith August, 1956. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time SENIOR REGISTRAR in Psychiatry to fill a 
vacancy in the approved trainee establishment at Hellingly 
Hospital, Hailsham, Sussex. Candidates should possess the 
D.P.M. and have had experience in general medicine. The 
appointment will be in accordance with the terms and conditions 
of service of hospital medical and dental staffs (England and 
Wales), and will be for 1 year in the first instance. The post will 
include opportunities for ga‘ning further experience in a wide 
range of psychiatry including attendance at adult outpatient 
clinics. Accommodation is available for either a married or 
single applicant. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 3 referees, should be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 11th August, 1956. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a whole-time appoint- 
ment as ANASSTHETIST (second-year Registrar) to fill a 
vacancy in the approved establishment at Eastbourne Group 
of hospitals. The salary will be £965 p.a. and the appointment 
will be in accordance with the terms and conditions of service of 
hospital medical and dental staffs (England and Wales), and will 
be for 1 year in the first instance, renewable for a further year. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than llth August, 1956. 
SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
Applications are invited for the whole-time Locum Tenens 
appointment as SENIOR REGISTRAR or REGISTRAR in 
General Surgery at Southmead Hospital, Bristol. The appoint- 
ment will commence on 2Ist August, 1956, for approximately 
3 months in the first instance. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, 
go be sent to the Secretary 4 the Regional Hospital Board, 

Tyndalls Pafk-road, Bristol, 8, immediately. ne"2 I 4 
SOUTH CHESHIRE HOSPITAL MANAGEMENT COM- 
MITTEE. JUNIOR HOSPITAL MEDICAL OFFICER (anes- 
thetics), 3 years appointment ; D.A. preferred. New operating 
suite to be opened shortly. Duties chiefly at busy general 
hospital and a Maternity Unit at another hospital. Hospital 
approved for F.R.C.S. and D.A. Salary and conditions as per 
regulations. 

Applications, giving age, details of experience, 

referees, by Ist August, 1956, to Group Secretary, 
quarters, Barony Hospital, Nantwich. 
SOUTH ELMSALL. WARDE-ALDAM HOSPITAL. 
Applications are invited for the post of RESIDENT SURGICAL 
OFFICER @enior House Officer grade). Warde-Aldam Hospital 
is a general hospital of 39 Beds (general and orthopedic surgery 
and E.N.T.). Furnished flat available. The appointment is of 
attraction to surgeons reading for Fellowship. 

Applications, giving details of qualifications and previous 
experience, with names of 2 referees, to be forwarded to the 
undersigned not later than 15th August, 1956. 

D. G. DAVIES, Secretary, 

Pontefract and Castleford Hospital Management Committee. 

Great Northern House, Salter-row, Pontefract, Yorks. 
SOUTHPORT GENERAL INFIRMARY. Junior Hospital 
MEDICAL OFFICER (resident). Whole-time casualty post, 
vacant August. 

Apply, stating age, nationality, qualifications, experience and 
copies of 2 recent testimonials, to Group Secretary, Southport 





and names of 3 
Group Head- 


and District Hospital Management Committee, Promenade 
Hospital, Southport. [r= 
SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds. ) Vacancy for RESIDENT HOUSE SURGEON late 
August. Pre-registration or Senior House Officer. 
Applications, naming 2 referees, to Group Secretary, Scun- 
thorpe Hospital Management Committee. 
SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds. ) Applications are invited for RESIDENT HOUSE 


PHYSICIANS. 

(a) Senior House Officer/Intern, 

(6) Intern/Senior House Officer, 
Busy department with medicine, 
large outpatient clinics. 

Applications, naming 2 referees, to Group Secretary, Scun- 
thorpe Hospital Management Committee. 
SUNDERLAND. ROYAL INFIRMARY. (300 Beds.) 
HOUSE SURGEON required for General Surgical Unit with 
certain amount of urological :work. Post vacant now, is 
recognised for pre-registration experience. 

Apply, naming 2 referees, to the Hospital Secretary, 
Infirmary, Durham-road, Sunderland. 
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SKIPTON (near). GRASSINGTON HOSPITAL. (208 | TAPLOW, near MAIDENHEAD. _ CANADIAN RED 
Beds.) JUNIOR HOSPITAL MEDICAL OFFICER required | CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
for the above Hospital, which provides treatment for tuberculosis | Unit of Obstetrics and Gynecology, vacant 4th September. 
patients, men and women. Accommodation available for Post recognised for M.R.C.0.G. Preference given to candidates 
single applicants. Post tenable from Ist September, 1956, or | seeking pre-registration post. ’ 
earlier if required. | Applications, stating age, experience and qualifications, with 

Applications to Medical Superintendent. | copies of 2 testimonials, to Secretary. 

SOUTHAMPTON CHEST HOSPITAL. (261 Beds.) TUNBRIDGE WELLS (near), PEMBURY eg tt 
appointment of OUSE 


OFFICER required from mid-August, to be 
responsible for Infectious Diseases Unit. The duties are such 
as to suit a candidate reading for higher examinations. The 
Unit is sited at a Hospital possessing up-to-date tuberculosis 
and thoracic surgical units, whilst the Southampton Group of 
hospitals as a whole affords excellent opportunities for study 
and experience in all branches of medicine. 

Applications, together with copies of recent testimonials, 
should be forwarded as soon as possible to the Group Secretary, 
Southampton Group Hospital Management Committee, Bullar- 


SENIOR HOUSE 


street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds. Recognised for F.R.C.S.) CASUALTY 
OFFICER (Senior House Officer grading) required early in 
August 

Applications, with copies of testimonials, to be submitted 


as soon as possible to the Secretary, Southampton Group Hos- 
pital Management Committee, Bullar-street, Southampton. 

ST. ALBANS, HERTFORDSHIRE. NAPSBURY MENTAL 
HOSPITAL. Applications are invited for the post of SENIOR 
HOUSE OFFICER. Appointment to commence immediately. 
Previous experience as House Physician or House Surgeon 
essential. Previous psychiatric experience desirable but not 
essential. Regular clinical case conferences, good psychiatric 


library and other training facilities. Salary £745 p.a. Resi- 
dential accommodation is available if required, for which a 
charge will be made. No married quarters. 


to be sent not 
Superintendent 


testimonials, 


Applications, with references or 
Medical 


later than 20th August, 1956, to the 
(Telephone : Bowmansgreen, 2181). 

STOCKPORT. STEPPING HILL HOSPITAL. (535 Beds.) 
Applications are invited for the post of RESIDENT SENIOR 
HOUSE OFFICER (surgery), vacant 23rd August, 1956. The 
post is recognised for the F.R.C.S. 

Applications, stating age, experience and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Group Secretary, Stockport and Buxton Hospital Management 
Committee, 59B, Shaw-heath, Stockport, Cheshire. 
STOCKPORT INFIRMARY. (163 Beds.) Stockport and 
COMMITTEE. Applications are 


BUXTON HOSPITAL MANAGEMENT 
invited for the post of HOUSE OFFICER (general surgery and 
ophthalmology ). The post is approved for pre-registration 


purposes and is vacant 24th September, 1956. 

Applications, stating age, qualifications and experience, 
together with copies of 2 test imonials, to the Secretary, Stockport 
and Buxton Hospital Management Committee, 59B, Shaw-heath, 
Stockport, Cheshire 


STOCKPORT INFIRMARY. Stockport and Buxton 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER (non-resident 
Casualty Officer), vacant 7th September, 1956. Hours of duty 

8.30 A.M.—4.30 P.M. Monday-Friday 8.30 A.M.-NOON Saturday. 
The post is recognised under F.R.C.S. regulations and would 


wishing to study for higher qualifications. 


suit a candidate 

Applications, stating age, qualifications and experience, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management 


Shaw-heath, Stockport, Cheshire. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (general surgery), vacant now. Pre- 
registration post. Hospital recognised for F.R.C.S. 

Detailed applications, with copy testimonials to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent 
STOKE-ON-TRENT. 
HOUSE OFFICER (pediatrics) required, 
Pre-registration post. 


Committee, 59B, 


CITY GENERAL HOSPITAL. 
vacant very shortly. 


Detailed applications, with copy testimonials, to Group 
Secretary, Princes-road, Stoke-on-Trent 
STOKE-ON-TRENT. ORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (general surgery) 
He orire Pre-registration post. Hospital recognised for 
¥.R.CS 

Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 

STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. SENIOR HOUSE OFFICER (E.N.T.) 
required, vacant now. Recognised F.R.C.S. and D.L.O. 

Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (Gynecology Department.) SENIOR 
HOUSE OFFICER required. Post vacant very shortly. Recog- 
nised for M.R.C.O.G. (Surgery). Experience in abnormal 
obstetrics available, but the work is mainly gynecological. 
Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent 
TORQUAY. 
RESIDENT 
soon as possible. 
Officers and the 
F.F.A.R.C 
Applications, stating qualifications, age, 
testimonials, to the Group Secretary, Torquay 
Torbay Hospital, Torquay. 3. 


TORBAY HOSPITAL. (166 Beds.) Senior 
HOUSE OFFICER (anesthetics) required as 

There is a complement of 6 Resident House 
Hospital is recognised for the D.A. and for the 


nationality, with copy 
District Hospital 
Devon. 


Management Committee, 
58 





PEMBURY. Applications invited for 


URGEON (Senior House Officer) to Orthopedic Unit. Post 
vacant Ist September, 1956: recognised for F.R.C.S. (Eng.) 
and tenable for 1 year. Work includes treatment of long and 


with large outpatient 
less £150 p.a. 
married man 


cases and traumatic surgery 
National Health Service salary, 
Accommodation for a 


short stay 
and fracture clinics. 
for board, lodging, &c. 
could be arranged. 

Apply, stating age, qualifications 
testimonials, to Group Secretary, 
Hospital Management Committee, 
road, Tunbridge Wells 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Fully registered HOUSE OFFICER required for General 
Surgical Department. £525 p.a. Residential accommodation 
at charge of £125 p.a. 

Written applications, giving full 
&c., and 2 names and addresses for reference, 
to W. BowRING, Grou, Secretary. 

Victoria Chambers, Wood-street, Wakefield. 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for the vacant post of RESIDENT ANASTHETIST 
(Male or Female). Graded as Senior House Officer. The Hospital 
is recognised for the D.A. examination. Salary is £745 p.a., less 
a deduction of £130 p.a. for residential emoluments. 

Applications, stating qualifications and experience, should be 
sent to— H. L. Boor, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. 

WARRINGTON GENERAL HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER (pedi- 
atrics), Male or Female, which will become vacant op Ist Sep- 
tember, 1956. Post recognised for D.C.H. Scale of salary £745 
p.a., less £130 for residential emoluments. 

Applications to be ye to 

H. Boot, Group Secretary, 

Warrington and Dikiris Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. 

WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) SENIOR HOUSE OFFICER (casualty) 
required for full-time duties in modern department. 2 other 
Casualty Officers employed. Post recognised for F.R.C.S 
vacant 20th August. 

Applications, with names of 2 


and experience with 3 
Tunbridge Wells Group 
Sherwood Park, Pembury- 





particulars of experience, 
should be addressed 


referees, to the Administrator. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) SENIOR HOUSE OFFICER (casualty) 
required for part-time duties in modern department to assist 
2 full-time Casualty Officers. Times of duty can be adjusted 
to suit applicant and amount to approximately 26 hours per 
week. 

Applications, with names of 2 referees, to the 
WELLS, SOMERSET. MENDIP HOSPITAL. 
tions are invited for the appointment of RESIDENT JUNIOR 
HOSPITAL MEDICAL OFFICER at the above Mental Hos- 
pital. Salary and conditions of service in accordance with the 
Whitley Council terms for hospital medica) staff. A modern 
bungalew is available at a rent of £69 p.a. inclusive of rates. 
Facilities are available for studying for the D.P.M. 

Applications, giving particulars and names Bnd addresses of 
2 referees, to be addressed to the Physician-Superintendent, 
Mendip Hospital, Wells, Somerset. 

WEST DORSET GROUP HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEONS (Male or Female) required 
for 2 resident posts vacant in August : 

(a) Dorset County Hospital, Dorchester (111 Beds). 

(6) Weymouth and District Hospital, Weymouth (124 Beds). 
Both appointments are recognised for F.R.C.S. examination, and 
approved for Pre-registration Service. 


Administrator. 
Applica- 


Applications, stating age and qualifications, together with 
copy testimonials, to Group Secretary, West Dorset Hospital 
Management Committee, Damers-road, Dorchester, Dorset. 
WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) SENIOR HOUSE OFFICER in Orthopedic 
Surgery. Post vacant Ist September. 


Applications to Secretary. 
WIGAN AND LEIGH HOSPITAL MANAGEMENT COM- 
MITTEE. REGISTRAR in Chest Diseases to the Wigan and 
Leigh and Wrightington Groups of hospitals. 2 busy chest clinics 
and opportunity to gain experience in Thoracic Surgical Unit. 

Applications, together with the names of 2 referees, to the 
Secretary. Wigan and Leigh Hospital Management Committee, 
Knowsley House, Wigan, as soon as possible. 
WOLVERHAMPTON GROUP. 

The Royal Hospital, Wolverhampton (an 
Hospital of the University of Birmingham 
School) 

SENIOR HOUSE OFFICER 

Appointment recognised for D.A. 

HOUSE OFFICER (E.N.T. Department), v 
Also listed as a pre-registration post. 

HOUSE OFFICER (thoracic and general surgery), vacant 
5th September. Also listed as a pre-registration post. 


Associated 
Medical 
(Aneesthetist ), vacent now. 
and F.F.A.R. 

Facant ist August. 


Apply Secretary, with copies of testimonials. 
WELSH REGIONAL HOSPITAL BOARD. Registrar 
(traumatic surgery) based at St. David’s Hospital, Cardiff 


Subject to review end of first year. 
Administrative Medical Officer, 
Cardiff, within 14 days. 


(606 Beds). Resident. 
Application forms from Senior 
Temple of Peace, Cathays Park, 
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Registrar 


WELSH REGIONAL HOSPITAL BOARD. 
Resident 


(general medicine), St. David’s Hospital, Cardiff. 
non-resident. Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WORCESTER. RONKSWOOD HOSPITAL. Resident 
ANAZSTHETIST (Senior House Officer status) required at end 
of September for post which is recognised by the Faculty of 
Anesthetists. Duties cover all specialties. Married accommo- 
dation available. 


Applications, with names and addresses of 3 referees, to be 
sent to the Hospital Secretary. 
WORTHING HOSPITAL, Lyndhurst-road, Worthing. 


Tenens MEDICAL REGISTRAR (resident) required 
for August, 1956. 

Applications, stating age, qualifications, 
experience with copies of 2 recent testimonials, 
to the Hospital Secretary immediately. 

A. V. OAKTON, Group Secretary, 

Worthing Group Hospital Management Committee. 
WORTHING ‘HOSPITAL, Lyndhurst-road, Worthing. 
Applications are invited from registered medical practitioners 
for a Locum Tenens SURGICAL OFFICER (Senior House 
Officer grade) for a period of 3 months (August—October 
inclusive ). 

Applications, stating age, qualifications, nationality and 
experience, together with copies of 2 recent testimonials, to be 
forwarded to the Hospital Secretary immediately. 

V. OAKTON, Group Secretary, 

Worthing ‘Group Hospital Management ( ‘ommittee. 
WOKING VICTORIA HOSPITAL, Woking, Surrey. (72 
Beds.) SENIOR HOUSE OFFICER (post-registration appoint- 
ment) required for medical and surgical duties. 


Locum 


nationality and 
to be forwarded 


Apply, with 2 testimonials, to Hospital Secretary. 
BELFAST HOSPITAL MANAGEMENT COMMITTEE, 
RIDDEL HOUSE, ROYAL VICTORIA HOSPITAL, BELFAST. SENIOR 


HOUSE OFFICERS required for the period Ist October, 1956, 
to 3lst July. 1957, for the following posts : 

(a) Anesthetics. 

(b) Radiology. 

(c) E.N.T. Surgery. 

(d) Neurology. 

Application to be made on a form obtainable from the Secre- 
tary, Belfast Hospital ~~ Committee, Riddel House, 
Royal Victoria Hospital, Belfast. 


Public Appointments 


BARBADOS GENERAL HOSPITAL. Medical Officers 
required at the General Hospital, Barbados, to undertake duties 
ordinarily performed in a large acute general hospital of 500 
Beds, including medical, surgical, obstetrical, theatre and ward 
work, anesthetics, casualties and outpatients and any other 
departmental duties as may be directed. Candidates must 
possess qualifications registrable in the United Kingdom. 
Appointments on agreement for 3 years ; or (if the officer is a 
bachelor) on 1 year agreement, renew wable—with return passage. 
Salary scale $3720-$4920 (£775-£1025) a year, starting salary 
depending upon candidates age and experience. Cost-of-living 
allowance of $156 (£32 10s.) a year. Employer’s share of super- 
annuation contributions paid. Free quarters, furniture, linen, 
cutlery and crockery provided. Free passages subject to a total 
cost of $1440 (£300) each way. Income-tax at local rates. 
Social and recreational amenities good. Climate healthy. 
Educational facilities available. 

Application forms from Director of Rec ent 
Office, London, 8.W.1 (quoting No. BCD. 117/28/02 


BARROW-IN-FURNESS. COUNTY pew OF 
BARROW-IN-FURNESS. Applications are invited from registered 
medical practitioners holding the Diploma in Public Health or 
similar qualifications for the appointment of MEDICAL 
OFFICER OF HEALTH for the County Borough. The salary 
will be in accordance with the recommendations of Medical 
Council, Committee C of the Whitley Councils for the Health 
Services (Great Britain) in respect of a population not exceeding 
75,000—that is, commencing between £1740 and £1955. In 
addition a car allowance will be paid. 

Form of application and conditions of appointment may be 
obtained from the undersigned, to whom applications in envelopes 
endorsed “‘ Medical Officer of Health ” should be sent, to be 
received not later than NOON on Monday, 13th August. 

LAWRENCE ALLEN, Town Clerk. 
Barrow-in-Furness, July. 1956. 
CITY OF BIRMINGHAM. Public 
Applications are invited for appointment 
OFFICER (Male or 








Colonial 


Town Hall, 


BIRMINGHAM. 
HEALTH DEPARTMENT. 
of Whole-time ASSISTANT MEDICAL 
Female) for maternity and child welfare. The duties will be 
mainly in connection with maternity and child welfare as well 
as the medical aspects of the care of deprived children in the 
care of the Children’s Department. Salary scale £1050—£50 (3) 
£55 (5)-£1475 p.a. with placement on the scale according to 
qualifications and experience. Pension scheme (including widows 
and orphans), medical examination. 

Applications, giving full partic ulars of qualifications and 
experience, together with names of 3 persons to whom reference 
may be made, to be sent to Medic al Officer of Health, Council 
House, Birmingham, 3, not later than 13th August. 


EAST HAM. COUNTY BOROUGH OF EAST HAM. 
ASSISTANT MEDICAL OFFICER OF HEALTH. Applica- 
tions are invited from duly qualified medical practitioners with 
experience in ante- and post-natal work, child welfare work and 
in work of the School Health Service. Salary £1050-£50 (3)- 
£55 (5)-£1475 p.a. 

Further porttontane and form of application 
by 6th August, 1956) from the = rsigned. 

Town Hall, East Ham, E.6 . H. BUCKLEY, 


(returnable 


Town Clerk. 





BLACKPOOL. COUNTY BOROUGH OF BLACKPOOL. 
Applications are invited from registered medical practitioners 
(Male or Female) for the appointment of ASSISTANT SCHOOL 
MEDICAL OFFICER. Preference will be given to applicants 
with experience in the examination and treatment of children 
and in the assessment of educationally retarded children. The 
possession of the D.P.H. and/or D.C.H. will also be an advantage. 
The salary payable in respect of the appointment will be £1050 
p.a., rising by annual increments of £50 to £1200-—£55-£1475 p.a. 
The’ ap pointme nt will be subject to the provisions of the National 
Health Service (Superannuation) Regulations, 1947 and 1948, 
and the person appointed will be required to contribute to the 
superannuation fund of the Corporation. 

Forms of application and conditions of appointment may be 


obtained from the Chief Education Officer, Education Offices, 
Stanley Buildings, Blackpool, and should be returned to reach 
him not later than Saturday, llth August, 1956. 


ErNeEstT C. Ler, Town Clerk. 
COMMONWEALTH OF AUSTRALIA. Public Service of 
PAPUA AND NEW GUINEA. Vacancies. DEPARTMENT: OF HEALTH. 

MEDICAL OFFICER (Grade 1). (Number of vacancies.) 
£1922 (Aust. )—-£2288 (Aust.) p.a. Note.—-Married Officers receive 
an additional £173 p.a. 

Qualifications: British (or Australian) registration ; 
sion of D.T.M.&H. or willingness undergo course as duty when 
required. 

Duties : General medical duties 
hospitals and prevention of disease. 

Eligibility Adult British subjects under 45 years. 

Appointment : Permanent subject to satisfactory probation- 
ary period. 

Leave : 3 months after each 21 monthsin territory : additional 
3 months after each 6 years service and 6 months furlough after 
20 years service. 

Taxation : Income derived by residents of territory from 
sources within territory is not at present taxable under Common- 
wealth legislation. 

Further Information and Applic ation Forms: Information 
handbooks on the Public Service of Papua and New Guinea, 
other information and application forms are available from the 
Public Service Board Representative, Australia House, Strand, 
London, W.C.2. 

Applications : 
Board Representative, 
by llth August, 1956. 
FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointments as Appointed Factory Doctor 
are vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 
square, London, 8.W.1 


posses- 


including conducting of 


Submit on prescribed form to Public Service 
Australia House, Strand, London, W.C.2, 


Latest date for receipt 
of applications 
18TH AUGUST, 1956 
18TH AUGUST, 1956 
ISLANDS. Medical 
duties of General 


District County 
BANGOR CAERNARVON 
BETHESDA CAERNARVON 

GOVERNMENT OF FALKLAND 
OFFICER (Locum Tenens) required for 
Practitioner at small up-to-date hospital in Stanley and, if 
necessary, in the country district of Lafonia. Appointment on 
agreement for approximately 5 months—from April to Sept- 
ember, 1957. Salary £900 p.a. Quarters with basic furniture 
provided at 5% salary. Free passages. Income-tax 1s. to 3s. 6d.in 
the £ with following deductions : : 





Earned income One fifth. 
Wife s os Ba on ° £100. 
Child £70. 
Married candidate could not be ace sompanied by his wife or 
family. 
Applications to Director of Recruitment, Colonial Office, 
London, 8.W.1 (quoting No. BCD. 117/50/02 (L)). 
GOVERNMENT OF JAMAICA. Medical Officers of 


HEALTH required to supervise the work of Public Health 
Nurses, Inspectors and District Midwives, child welfare and 
prenatal clinics, tuberculosis wards in hospitals and almshouses, 
and the treatment of venereal disease in hospitals and dis- 
pensaries. They will also be responsible for programmes of 
immunisation, be required to take an interest in insect control, 
and act as Advisers to the local Board of Health. Appointment 
on short-term contract for 3 years with possibility of ultimate 
pensionable employment. Salary scale £1600-—£€2000 p.a. On 
satisfactory completion of contract a gratuity of £37 10s. is 
payable for each completed period of 3 months service. (Not 
payable if placed on pensionable establishment.) Free return 
passages for Officer, wife, and dependent children under 18 
years, not exceeding 5 persons in all. Income-tax at local rates. 
Local leave permissible and home leave granted after tour. 
Climate healthy and education facilities available. Candidates 
must possess medical qualifications registrable in the United 
Kingdom and the Diploma in Public Health. 


Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting No. BCD. 117/32/02). 
HER MAJESTY’S OVERSEA SERVICE. Falkland 


ISLANDS. MEDICAL OFFICER required for duties of General 
Practitioner in (a) Stanley, where he would assist in the small 
up-to-date hospital, and (6) Darwin or Fox Bay, where he would 
be required to visit sheep ranches involving considerable travell- 
ing by horse, cutter boat, or plane. Appointment on agree- 
ment for 3 years or permanent appointment with pension 
(non-contributory). Salary scale including oversea allowance 
£900-—£1080 p.a. Small allowance paid for children. Minimum 
of 2 children to qualify. Quarters provided at 5% of salary in 
Free passages for 


Stanley vut free in Darwin or Fox Bay. 
Officer, wife and family up to 3} passages in all. Generous home 
leave. Income-tax 1s. to 3s. 6d. in the £ with following 


deductions : 


Earned income One, fifth. 
£10 


‘ife ve - - 
Child ie in we ah £70. 
Application forms from Director of Recruitme nt, , Colonial 
ffice, London, S.W.1 (quoting No. BCD. 117/50/02 
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CUMBERLAND. COUNTY OF CUMBERLAND. Appli- 
cations are invited from registered medical practitioners holding 
the Diploma in Public Health for the mixed whole- ne tis 
ment of ASSISTANT COUNTY OFFIC AND 
MEDICAL OFFICER OF HEA to the W - a n 
Borough and the Ennerdale Rural District C ouncils (combined 
populates 54,000). As an Assistant County Medical Officer 
1¢ will be on the staff of the County Medical Officer for 5/11ths 
of his time. As Medical Officer of Health for the remaining 
6/liths of his time he will be subject to the Sanitary Officers’ 
(Outside London) Regulations, 1935 and 1951, and to the 
control and direction of the respective district councils. The 
salary will be fixed within the range £1600, rising by increments 
according to scale to a maximum of £1962 in the terms of the 
Medical Whitley Council scales. Travelling and subsistance 
allowances in accordance with the National Joint Council scale 
for essential user. Office accommodation and clerical assistance 
will be provided. 

Further particulars and forms of application obtainable from 
the County Medical Officer, 11, Portland-square, Carlisle, to 
whom applications should be submitted before 31st August, 1956. 
DEWSBURY. COUNTY BOROUGH OF DEWSBURY. 


Applications are invited for the appointment of DEPUTY 
MEDICAL OFFICER OF HEALTH AND DEPUTY PRINCI- 
PAL SCHOOL MEDICAL OFFICER of the County Borough of 


Applicants should be registered medical practitioners 
Diploma in Public Health is desirable. 
Preference will be given to candidates approved previously by 
the Ministry of Education for ascertainment of educationally 
sub-normal children. The salary is £1303 6s. 8d. by 4 increments 
of £55 to £1523 6s. 8d. p.a., plus a car allowance (at present £108 
p.a.). Previous experience will be taken into consideration 
in determining the commencing point on this scale Housing 
accommodation will be available if required. The appointment 
is permanent and superannuable and the successful candidate 
will be required to pass a medical examination. 

Particulars of the duties and other conditions of the appoint- 
ment, together with application forms,;:may be obtained from 
the Medical Officer of Health, Municipal Buildings, Halifax- 
road, Dewsbury, Yorkshire, to whom speteseaas should be 
sent on or before Saturday, Ist September, 195 

. NORMAN JAMES, "Town Clerk. 
LANARK. COUNTY COUNCIL OF THE COUNTY OF 


Dewsbury. 
and possession of a 


LANARK. Applications are invited for the post of SENIOR 
MEDICAL OFFICER. Candidates should hold the D.P.H. 
or equivalent qualification. The duties will be mainly in con- 


the Council’s campaign for the eradication of 
but may include work in any branch of the Council's 


nection with 
tuberculosis, 


Public Health or School Health Services. Medical Whitley 
Council scale £1520—-£50-£1570-£55-£1955. A car allowance 
will be paid in accordance with the Council’s scale. Super- 


annuation. Medical examination. No canvassing. 
Applications, with names and addresses of 3 persons to whom 


reference may be made, should be lodged with undersigned 
not later than 25th August, 1956. 
IAN V. PaTERSON, County Clerk. 


Lanarkshire House, 191, Ingram-street, Glasgow, C.1 
LANCASHIRE COUNTY COUNCIL. Applications are 
invited from registered medical practitioners for appointment 
of an A=SISTANT DIVISIONAL MEDICAL OFFICER in the 
Furness area of the County. Possession of Diploma in Public 
Health desirable. Salary £1050, rising to £1475 p.a. Travelling 
and subsistence allowances. 

Application forms and further particulars from County 
Medical Officer, Serial 684, East Clitt County Offices, Preston. 
LINDSEY COUNTY COUNCIL. Health Department. 
Applications are invited from fully qualified medical Women 
for the post of ASSISTANT MEDICAL OFFICER for maternity 
and child welfare for the Cleethorpes area of Lindsey. Salary 
iu accordance with recommendation of the Medical Whitley 
Council for Health Services regarding salaries of Assistant 
Medical Officers—i.e., £1050 p.a. rising by 3 annual increments of 
£50 and 5 annual increments of £55 to a maximum of £1475 p.a. 

Further particulars and forms of application obtainable from 


Dr. C. D. Cormac, P.O. Box No. 26, County Offices, Lincoln, 
whom applications should reach by llth August, 1956. 

PORTSMOUTH. CITY OF PORTSMOUTH. Appli- 
cations are invited for the appointment of SCHOOL ME pie AL 
OFFICER AND ASSISTANT MEDICAL OFFICER OF 
HEALTH. The duties of the appointment will include school 
eye clinic work (refraction) on behalf of the South West Metro- 
politan Regional Hospital Board. Preference will be given to 


applicants possessing special knowledge and experience in school 


medical work and the diseases of children, particularly in 
ophthalmic work, for which appropriate qualifications are 
essential. The salary and conditions of service are those of the 


Whitley Council for the Hei ilth Services (Great Britain) Medical 
Council Committee * 

gy ition forms may be obtained from the Chief Education 
Officer, Western-parade, Portsmouth, to whom they should be 
ba a within 14 days of the ap pearance of this advertisement. 

BLANCHARD, Town Clerk. 
ADVERTISEMENT 
ITY OF STOKE-ON-TRENT 
Applications are invited for the post 
of DEPUTY PRINCIPAL SCHOOL MEDICAL OFFICER. 
Salary scale : £1520-€1955 p.a. Contributory superannuation. 
Candidates should have a Diploma in Public Health and con- 
siderable experience as a School Medical Officer. The appoint- 
ment is terminable by 3 months notice on either side. The 
successful candidate will be required to pass a medical 
examination. 
.oeaee forms are obtainable 
P.O. Box No. 23, Town Hall, Hanley, Stoke-on-Trent, to whom 
they should be returned by L4th August, 1956. 
H. DispEn, Chief Education Officer. 


AMENDED 
STOKE-ON-TRENT. c 
EDUCATION COMMITTEE. 


from the undersigned, 


THE ROYAL BOROUGH OF KENSINGTON: METRO- 
POLITAN BOROUGH OF CHELSEA. Applications are invited for the 
post ef DEPUTY MEDICAL OFFICER OF HEALTH of the 
Royal Borough of Kensington and the Metropolitan Borough of 
Chelsea. Applicants must be duly qualified medical practitioners 
and also hold the Diploma in Public Health. Salary within the 
scale £1698 6s. 8d. p.a. rising by 2 annual increments of £105 
and 1 of £55 to a maximum of £1963 6s. 8d. p.a., plus a car allow- 
ance at the rate of £130 p.a. Terms and conditions of appoint- 
ment may be obtained from the Town Clerk ef Kensington. 
Canvassing will disqualify. 

Applications must be submitted to the Town Clerk of Ken- 
sington not later than NOON on 31st August, 1956. 

J. WARING SALNSBURY, Town Clerk. 
Kensington, W.8. 
Joun C, 

S.W.3. 


Town Hall, 
KitTcuin, Town Clerk. 
Town Hall, Chelsea, 


General Practice 


For an Executive Council post (England and Wales) apply on form E.C.164 
obtainable from the council. Mark envelope ** Vacancy. 


FRYERNS NEIGHBOURHOOD, BASILDON NEW 
TOWN, ESSEX. Applications invited for VACANCY (urban) in 
above Neighbourhood, which is under development. Not retire- 
ment or death vacancy. No list of patients. Subiect to appro- 
priate conditions, Initial Practice Allowance will be payable. 
Accommodation will be made available by arrangement with 
the Basildon Development Corporation. Apply on Form E.C.164 
by first post on 10th August, 1956, to— 
E. BE eK Clerk a! the Council. 
Essex Executive Council, 131/3, Fillebrook-road 
Leytonstone, E11 


Qualified Research Assistant is required for the Pharma- 
cology Laboratory of the Research Division of Smith & 
Nephew Associated Companies Ltd. Those recently graduated 
with an Honours Degree in Physiology would be suitable, but 
some research experience, either academic or industrial, is desir- 
able. Interesting animal work in the fields of chemotherapy, 
surgical dressings, and allied products is envisaged after an 
initial period of training. Intending applicants should be not 
more than 28 years of age. Salary will be according to qualifica- 














tions, age and experience, but will be not less than £600 p.a.- 
Write : The Technical Secretary, Smita & NEPHEW RESEARCH 
Lrp., Hunsdon Laboratories, Ware, Herts. 


The National Marriage Guidance Council “invites ¢ applica- 
tions for the appointment of a part- -time Regional Tutor in the 
Leeds area to assist in the supervision and further training of 
voluntary part-time marriage counsellors. Professional qualifica- 
tions in psychology, psychiatry or soc ial science are required and 
experience in the training and supervision of social workers would 
be ap advantage. The appointment will involve the equivalent 
of 1 working day per week and the salary offered is £150 p.a. 
plus travelling expenses. 

Further particulars and application 
Officer, 78, Duke-street, London, W.1. 


The Medical Defence Union. Applications are invited 
from registered medical practitioners, not exceeding 40 years 
of age, for appointment as an Assistant Secretary to the Medical 
Defence Union. The salary scale will range from £1750, rising 
by annual increments of £50 to £2000 p.a., and the successful 
applicant will be placed at a point on that scale according to 
his experience and qualifications for the appointment. The 
practitioner selected will be required to submit to a medical 
examination, and to contribute to the Union’s superannuation 
fund. 
Applications 
medical experience, 
whom reference can 


form from Training 


qualifications, and 
3 persons to 
should 


(12 copies), stating 
together with the 
be made for further 


age, 
names of 3_ 
information, 


reach the Secretary, The Medical Defence Union, Tavistock 
House South, Tavistock-square, W.C.1, not later than 25th 
August, 1956. 


S.R.N. with excellent secretarial training and experience 


seeks interesting post, country preferred but anything con- 
sidered. Suggestions welcomed. Car driver. Address, No. 236, 
Tue Lancet Office, 7, Adam-street, Adelphi, London, W.C.2 


Evening Medical Shorthand andjor Typing carried out. 
Glasgow area. Own portable.—-Address, No. 237, TH& LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 


Upper Wimpole-street. Now vacant, in quiet house, 
consulting-room and private waiting-room, with residential 
accommodation and many amenities. Entire suite on 1 floor, 
formerly occupied by well-known Surgeon for 11 years.— 
Write : Miss JeRRoM, 14a, Upper Wimpole-street, W.1 (Tele- 
phone after 6 P.M. : WELbeck 6262). 

The Proprietor of British Patent No. 688,878 for “ An 
Angle Pelvimeter,”’ desires to enter into negotiations with a firm 
or firms for the sale of the patent, or for the grant of licences 
thereunder Further particulars may be obtaine * from MARKS 
& CLERK, 57 and 58, Lineoln’s Inn-fields, London, 2 
“Pregnancy Diagnosis by the Xenopus MeaaGaa: = 24-hour 
Hrematology, 


service. Send specimen of urine and £1 Is. fee. 
Biochemistry, Flame Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-piace, W.1 


(MUSeum 5386-7). “ 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 





SERVICE Ltp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 
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Nature's defences... 
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... for animals 
The Kangaroo Rat, appropriately named in view of its long hind 
legs and strong tail, is well endowed with Nature's predictable 
defences. It has sharp eyes, keen ears, a sensitive nose and can 
bounce along swiftly in jumps twice its own length or zig-zag and 
turn sharply onits tail. When attacked in the desert by its enemy 
the king snake—the kangaroo rat turns about and defends itself 
effectively by kicking sand into the serpent’s lidless eyes. 


...- for humans 
Nature also provides predictable defences forman. Ino: of these 
TERRAMYCIN, a broad-spectrum antibiotic derived frum a tiny 
wrinkled mould found in the soil—she has provided man’s most 
predictable means of defence against microbial attack. Effective 
in more than 100 infections, TERRAMYCIN with its rapid anti- 
microbial action and fewer side effects ensures a more positive 
defence against more organisms than any other anti-infective agent. 


Terramycin 


gaeanoer @xvrereacrvrestrtrn® 
TERRAMYCIN* SF* (combined WORLD’S LARGEST 
page care ed ure PRODUCER OF ANTIBIOTICS 
is available to fortify the patien 
Pr o PFIZER LTD., FOLKESTONE, KENT 


and, at the same time, to fight the 
infection * Trade Mark Chas. Pfizer & Co. Inc. 
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THE TREATMENT OF HYPERTENSION 


Serpasil 


(the alkaloid reserpine from Rauwolfia) 
GRADUAL AND SUSTAINED REDUCTION OF BLOOD PRESSURE 


CALMING EFFECT 


NEW 
Serpatonil 


(Serpasil plus the antidepressive Ritalin) 


FOR maintenance therapy, 
PARTICULARLY IN THOSE PATIENTS 
EXPERIENCING DROWSINESS OR LETHARGY 


DURING RAUWOLFIA TREATMENT 


Bottles of 25, 100 and 500 tablets. Each tablet contains 
0.15mg. Serpasil and 5mg. Ritalin (phenyl-(«-piperidyl)-acetic acid 
methyl ester hydrochloride) 


C IBA 


* Serpasil’ , ‘ Serpatonil’ and ‘ Ritalin’ are registered trade marks. 


CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone: Horsham 4321. Telegrams: Cibalabs, Horsham 
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